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The pain which a crippled heart can inflict is one of the 
more frightening experiences of clinical medicine. To most 
of us its essential distribution and typical radiations have 
an accepted and well-recognized pattern. But occasionally 
cardiac pain is encountered whose qualities are different, 
or a pain from other causes in a disordered cardiovascular 
system occurs, for instance, in the head, in the limbs, or 
in the abdomen, and presents a less familiar problem of 
diagnosis. 

The purpose of this paper is to present some conditions 
where extrathoracic pain is the dominant symptom of struc- 
tural or functional cardiovascular disease and to explore its 
clinical significance. In reviewing a large subject the exclu- 
sion of chest pain will serve to emphasize other clearly 
defined syndromes of pain, some of which are perhaps not 
so widely recognized. 

Pain is a prevalent symptom which is notoriously diffi- 
cult to assess, being entirely subjective and dependent on 
the acuity of the individual’s sensory perception and also 
on his ability to describe it in words. An attack of coronary 
thrombosis in a labourer may cause less constitutional dis- 


| problem 


turbance than a chilblain in a typist. To judge the relative 
gravity of a pain it is therefore desirable, whenever pos- 
sible, to witness its occurrence or at least, by interrogation, 
to record accurately the patient’s personal statements ; the 
description may be graphic and, as we shall see, sometimes 
distinctive. On the other hand, a painful episode becomes 
exaggerated in the telling of it, and this is proportional to 
the number of times the subject has been interrogated ; due 
allowance must therefore be given to possible distortion of 
symptoms. 


Headache 


Headache more often than not is a symptom which 

recurs without signs. We can, however, distinguish several 
varieties which are peculiar to specific circulatory disorders, 
though it is not easy to find a single common cause. How- 
ever, largely as the result of Pickering’s (1933) studies on 
histamine headache, we recognize that pain perception 
arises in the tissues of the dura round the meningeal 
ews. where the sensitive trigeminal nerve-endings are 
affected by stretching or traction. Pressure changes within 
the minute vessels of the brain are probably of importance 
in the pathogenesis of hypertensive headache. 

The interpretation of headache calls for a very careful 
interrogation and clinical understanding of the patient ; we 
must not forget that he or she may have two kinds of 
headache—the one perhaps of little consequence, while 


} the other may be the symptom of a fatal illness. 


*From a postgraduate lecture delivered on Jan. 28. 
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Temporal arteritis is a malady of older age, and appears 
to be commoner in countrymen and countrywomen. Its 
special feature is a constant, dull, and throbbing pain in 
one or both temples, at times sharp, stabbing, and severe, 
aggravated by cold winds and by movements of the head. 
The headache tends to wax and wane, often enough pre- 
venting sleep, and persists for several months before 
gradually dying away. But it is also accompanied by a 
vague sense of malaise, weakness and fatigue, bodily aches, 
loss of weight, and low fever. Indeed, the patients seem ill 
out of all proportion to their physical signs, and may at the 
height of the disease become very ill indeed. The blood 
pressure is normal and there is no significant arteriosclerosis, 
but blindness may follow, due presumably to retinal 
ischaemia from involvement of the vessels behind the globe _ 
(Harrison, 1948). The temporal arteries are conspicuously 
thickened, nodular, and very tender. The overlying skin 
may be reddened and oedematous. Pulsation in them is 
diminished or absent. Histologically we find an inflamma- 
tory reaction in the adventitial coat, invading the media, 
with focal necrosis'and granulation tissue in which giant 
cells are numerous. It seems probable that the arterial tree 
throughout the body is similarly affected, and there is a 
good deal of evidence to indicate that we are here consider- 
ing a generalized disease, somewhat resembling polyarteritis 
nodosa, though with a better prognosis possibly because the 
kidneys are spared. Excision of a piece of the temporal 
artery for biopsy is followed by relief of the pain ; procaine 
injections along the artery or of the stellate ganglion are 
said to have the same therapeutic effect (Roberts and 
Ashey, 1948). 

The headache of subarachnoid haemorrhage is charac- 
teristic. I recall a patient who collapsed while pumping 
her bicycle. On regaining conscjousness she recollected 
stooping over the punctured tyre, but insisted that someone 
had hit her across the back of the head with a steel bar, so 
sudden and arresting had been the onset of her pain. The 
rupture of the internal carotid aneurysm usually occurs on 
physical straining. Sudden agonizing headache is followed 
by clouding of consciousness, with evidence of meningism, 
a raised intracranial pressure, and blood in the cerebro- 
spinal fluid. Sometimes localizing signs may appear, such 
as pulsating exophthalmos with knife-like retro-orbital 
pain or a third-nerve lesion with contralateral hemiplegia. 

Aortic incompetence is occasionally attended by a troub!e- 
some pulsating headache. 

A hairdresser, aged 45, had contracted a chancre at the age 
of 17 and was pronounced cured after three months’ treat- 
ment. When using a hair-massage vibrator on a customer he 
was suddenly overcome by a noisy beating in his chest. At 


the age of 42 his blood Wassermann reaction had been found 
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CARDIOVASCULAR DISEASE 


positive on routine testing as a blood donor, and antisyphilitic 
treatment was begun. In this attack he had no pain or breath- 
lessness, but when examined a loud “twanging” diastolic 
murmur could be heard all over the chest, front and back, with 
a diastolic thrill present at the aortic area. Blood pressure 
was 220/40 and the pulse regular. Radioscopy showed slight 
general enlargement with increased pulsation, but a normal 
aorta. The blood W.R. was then negative. Six months later 
he developed a continuous occipital headache with violent 
throbbing in his temples. The collapsing nature of the pulse 
in his temporal, carotid, and subclavian arteries was so pro- 
nounced that it could best be described as “ detonating.” This 
prostrating headache was relieved by sleeping with the head 
propped up by pillows. 


Here the symptoms were evidently related to the unusually 
high pulse pressure resulting from probable partial rupture 
of an aortic valve cusp. 

Headache develops in prolonged anoxia and in poly- 
cythaemia, but in the cyanotic plethora of superior caval 
obstruction it is perhaps uncommon. Intense headache 
may be a symptom of dissection of the aorta involving the 
carotid artery. 

Many patients with hypertension wake every morning 
with an occipital or frontal headache, which varies in 
degree from a dull ache to a savage pounding and then 
gradually wears off as the morning progresses, only to 
recur day after day for many weeks at a time. It seldom 
awakens the patient, unlike the pain of increased intra- 
cranial pressure, and is not affected by straining but only 
by posture. Possibly this particular headache is more fre- 
quent in the unstable case of early or mounting blood pres- 
sure, being a less common finding in long-established benign 
hypertension. On the other hand, it may disappear without 
any fall in pressure ; moreover, some patients with high- 
grade hypertension (Group IV), papilloedema, and a raised 
C.S.F. pressure have no headache. 

A number of remedies have been tried for this distressing 
symptom, but in my experience bed-rest with the head 
propped high on pillows, barbiturate sedation, and aspirin 
are as useful as any of the more active lines of treatment 
and have at least the advantage of simplicity. Venesection 
often relieves the patient for a few days, but lumbar punc- 
ture, intravenous sucrose, dehydration, thiocyanate therapy, 
. and even thoraco-lumbar sympathectomy may all prove 
disappointing. 

Fishberg (1948) points out that the relief of headaches, 
which lumbar sympathectomy undoubtedly does achieve, 
may be due to a resultant redistribution of cardiac output, 
with a reduction of the fraction going to the head and arms. 
As evidence for this post-operative redistribution of blood 
flow he cites the clinical finding of cooler hands and warmer 
feet and the phenomenon of postural hypotension. That 
the vascular territory is not in fact denervated is supported 
by the persistence after operation of retinal arterial narrow- 
ing in the absence of headache. One of the clinical circum- 
stances where diminished blood flow to the head is usually 
attended by relief of hypertensive headache is with the 
appeafance of congestive failure, when, though the systolic 
blood pressure falls, the diastolic remains high. 


Angina 


The conventional reference of cardiac pain to the throat, 
arms, or lower jaw is familiar. But problems of diagnosis 
arise when a referred pain occurs alone or with insignificant 
pain in the chest. I have known a patient consult his 
dentist because of severe aching pain in the teeth when 
walking in the cold air. This could be relieved by closing 
his mouth and resting for a few seconds, but was in fact 
a true anginal pain. Cardiac pain may arise predominantly 
in the arms. 


A retired Army colonel of 65, three months after a cor 
thrombosis from which he had made a good functional 
recovery, was having to get up several times a night with seven 
pain in both wrists, eased more by papaverine than by trinitrin, 
Aching pain in the left forearm and left-sided toothache hag 
been a prominent accompaniment of the heavy sternal Pain 
which woke him at 3 a.m. in his original attack.  Serig 
cardiograms in this case were typical of anterior infarctigy 
of the left ventricle. 

A departmental manager, aged 63, complained of bad 
neuralgic pains on exertion, eased at once by rest, which always 
started in his left arm below the elbow and radiated up the 
arm to the jaw, the suprasternal notch, and right chest. The 
pain was also brought on in bed by cold linen sheets. i 
cardiogram showed changes of posterior infarction, returning 
later to normal. This pain syndrome is an instance of so-called 
“reversed angina.” 


That the pain of angina may be felt in a phantom limb F 


suggests that the pain reference is not a simple segmental 
sensory reflex but possibly depends on cortical connexions 
(Harman, 1948). A patient whose left arm was amputated 
4 in. (10 cm.) below the elbow-joint developed angina 
pectoris and began to be troubled by pain on effort in the 
phantom hand of such severity that he was obliged to 
obtain a new artificial limb, thinking that the old bucket 
was chafing his stump. 

In considering differential diagnosis it is wise to remem- 
ber that in the older age groups where coronary disease 
is more prevalent many patients are also subject to spinal- 
root pains, fibrositis, and lumbago of varying degrees, due 
to spondylarthritis and other degenerative skeletal pro- 
cesses. Effort pain may then arise in the back and, resemb- 
ling cardiac pain in its distribution, be referred to the front 
of the chest or abdomen, and sometimes to the arms. 
However, these pains typically come on, not on ordinary 
physical exertion, but with specific movements such as bend- 
ing, turning, lifting weights, or straining. After prolonged 
sitting—e.g., in the cinema or at the wheel of their car— 
these individuals develop a restless discomfort, eased by 
standing up or stretching their back, not unlike the relief 
obtained in sufferers from hiatus hernia. Such symptoms 
can be reproduced by pressure over the dorsal vertebrae, by 
hypertonic saline injection of the interspinous ligament, 
or by forced flexion of the head, and alleviated by rehabilita- 
tion and orthopaedic correction of faulty posture (Davis, 
1948). 

Upper abdominal pain on exertion, eased by rest, but 
due to the hepatic congestion of early right heart failure, 
must also be distinguished symptomatically from angina 
pectoris. Patients may describe their distress as more of a 
feeling of epigastric fullness or discomfort on exertion than 
a pain ; or they may state that the abdomen is “ tender to 
the bedclothes.” Occasionally an acute surgical abdominal 
incident, such as a perforated gastric ulcer, closely simulates 
coronary thrombosis, particularly during the initial stages. 
After the first twenty-four hours, however, the distinction 
more often than not becomes apparent. 


Pain in the Hands 


We have seen that both angina and fibrositis can cause 
pain in the arms, but now and then.a cramp-like pain arises 
in the arms of manual workers with repeated muscular use 
of those limbs which is due to obliterative arterial disease, 
an ischaemic manifestation identical with claudication i 
the legs. 

An upholsterer, aged 53, whose work involved the pulling 
and stretching of heavy materials to cover sofas, complained 
for four years of an aching, stiff pain in the forearms -and 
backs of the hands, mainly right-sided. He habitually exper 
enced this pain at his work, particularly in the cold and 
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a Coronary ards the end of a heavy week, yet it always subsided at 
function & on resting. He had no other symptoms, and physical 
with sevem fpination disclosed moderate arteriosclerosis only. 
hecho al he disagreeable, sometimes very severe, aching pain in 
ernal paip fingers of sufferers from Raynaud's disease when exposed 
.  Serig) gold is due partly to nutritional changes and areas of 
infarction Ment necrosis in the fingers and partly to the sudden 
yse of warm blood into chilled fingers which. follows 
| of bad release of arterial spasm (Lewis, 1936). Exquisite local 
ch always erness is often associated, and can be so intolerable 
dup the tit will reduce a man to a state of quivering sobs. Lewis 
a ‘ The yoved the earlier conception that arterial spasm was the 
roa e of the pain in this condition, for, although digital 
"$0-called spasm accompanies every attack, pain is not 
slained of in the more benign cases of Raynaud’s 
egment,| le glomus tumour is a more uncommon lesion but is 
nnexions ally important because of the paroxysms of pain which 
nputated produces. It consists of a benign hypertrophy of the 
| angina scopic arteriovenous capillary anastomoses which 
rt in the gin the skin, chiefly of the pulp and nail-bed of normal 
liged to (pers (Masson, 1924), and in health probably subserves 


function of controlling skin temperature. The glomus 
qur appears as a small slate-blue elevation on the skin, 
wh if subungual in position it may not even be visible, 
Hits most discriminative feature is the agonizing pain 
ich the patient feels on the slightest pressure, friction, 
exposure to cold. Now and then localized erosion of 
terminal phalanx can be demonstrated by radiographs. 
erich supply of nerve fibres which terminates about the 
thelioid cells that comprise the vascular spaces of the 
mal body would seem to be unduly sensitive to changes 
ascular tension and so account for the inordinate pain 
ich simple manipulation produces. These tumours may 
ingle or multiple, and vary in size from a pin’s head to 
erry stone. Surgical excision is usually curative. 
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Abdominal Pain 


neurysm of the abdominal aorta was stated by Osler 
)§) to be seven times less common than thoracic aortic 
urysm. Improvements in antisyphilitic therapy and an 
easing average age of the population are modern factors 
h have probably diminished this ratio, so that the 
sent picture has somewhat altered. Aneurysm of the 
minal aorta seldom arises before the age of 50, and 
enerally arteriosclerotic in origin. It is said to provide 
he of the most varied and dramatic pictures seen in 
ical medicine (Jennings, 1941). The “ dull, boring, steady 
n with awful paroxysms,” wrote Stokes (1854), “ enables 
to diagnosticate the disease with probable accuracy.” 
pain, he observed, could be relieved by lying 
the face or turning on the side. The following 
sonal case would appear to be an example of this 
dition. 
housewife, aged 72, complained of a throbbing, aching 
pain of six months’ duration, eased by walking about 
made worse when she sat on a chair or lay down. She 
stated that her feet had always felt cold. The only signifi- 
clinical finding was weak pulsation in the arteries of the 
kg, but x-ray examination showed a calcified abdominal 
& of irregular calibre. Physiotherapy has not affected 
ymptoms. 
ithese instances the pain may be due in part to bony 
ion of the vertebral column, yet it is interesting to note 
,owing to their resilience, the intervertebral disks often 
Palpation of the abdomen perhaps discloses a fixed, 
isile, tender, pulsating tumour, maybe with a murmur 
i or a thrill felt over it. The epigastric pulsation of an 
ged right ventricle must not be confused with an aortic 
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appre- 
ciably after the ventricular pulse—or with the symptomless 
dynamic pulsation of a normal aorta which is so easily 
demonstrated in the patient with a scaphoid abdomen and 
exaggerated lumbar lordosis, particularly if there is nervous 
overaction of her heart. Although an aortic aneurysm may 
rupture several months after the pain first appears,” the 
prognosis is very often better, depending on the location 
and size of the aneurysm. Rupture is not always fatal. 


Dissecting Aneurysm 


During the last 25 years at Westminster Hospital there 
were 26 deaths from this cause, giving an incidence of 1 in 
152 necropsies (Pulvertaft, 1949, personal communication). 
Elsewhere the necropsy incidence has been 1 in 430 (Glendy 
et al., 1937) and 1 in 454 (Warren and McQuown, 1948). 
Although clearly a rare and often fatal condition, the num- 
ber of cases diagnosed during life is steadily increasing, 
and we now realize that survival for some years may be 
possible, especially when re-entry of the dissection takes 
place into the original aortic lumen. 

The important clinical feature to recognize is the 
dramatic suddenness of the onset of the pain and its initial 
overwhelming severity. Tearing, stabbing, choking pain 
strikes the patient usually across the chest and arms, but 
may spread to the back and down the abdomen to the 
labia or testicles, later to the legs. It may be intermittent 
and disappear gradually, to recur in subsequent attacks at 
lower levels as the dissection extends. Unlike the pain of 
cardiac infarction it is singularly maximal at its onset; a 
sense of constriction is unusual, hypertension is invariably 
present, and the dissection commonly begins during an act 
of physical exertion or sudden emotional strain. Severe 
pain in the back or spine indicates splitting up of the walls 
of the descending aorta, with rupture of the intercostal 
and lumbar arteries (Shennan, 1934). The dissection may 
obliterate the coeliac axis to cause infarction of the bowel, 
or the renal arteries may be involved. 

From a detailed study of 28 cases Shennan decided that 
the essential aetiological lesions in this condition were 
multiple faults in the aortic media, which were filled with 
homogeneous connective tissue. Contrary to the common 
belief, the development of aortic dissection by penetration 
of the blood into the wall of the vessel through the base 
of an atheromatous plaque is extremely rare. The fact 
that the intima was sometimes intact suggested that haemor- 
rhage might originate from the vasa vasorum. 

In the symptomatology of mass thrombus of the left 
auricle, which occurs in certain cases of mitral stenosis, 
Evans and Benson (1948) point out that attacks of anginal 
pain in the chest are usual. 

A woman, aged 57, with mitral stenosis and fibrillation, 
whom I have at present under observation, was seized with 
sternal pain for 12 hours ; next day she developed an equally 
severe pain in the back and right loin. Her blood pressure 
was normal. The whole sequence of symptoms, from which 
she eventually made a good recovery, was at the time striking 
enough to invite possible confusion with dissection of the 
aorta, yet the aetiology was probably mass thrombus causing 
acute coronary insufficiency, followed by a small right renal 
infarct. 

Embolic or Thrombotic Occlusion of the Aorta 


In a patient with long-standing rheumatic mitral stenosis 
and fibrillation, or with a past history of coronary throm- 
bosis, the onset of an abrupt, sharp, intense, and agonizing 
pain in the legs, loins, abdomen, or back, followed by 
shock, loss of power, and gangrene, with absence of pulsa- 
tion in the abdominal aorta, suggests embolism at the aortic 
bifurcation (Morest and Rubin, 1948). Multiple visceral 
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embolic incidents may have sical or may accompany 
it. Thrombosis of the aorta, on the other hand, is charac- 
teristically of gradual onset and develops usually in an 
arteriosclerotic subject ; it is often preceded by symptoms 
of claudication in the legs (Banowitch and Ira, 1928). These 
features are illustrated by the following case. 


A stock foreman, aged 50, with 24 years’ history of bilateral 
saphenous thrombophlebitis, followed by a coronary throm- 
bosis and increasing claudication in the right calf, was in 
hospital for treatment of gangrene of the right big toe. He 
had clinical signs of generalized arteriosclerosis with an 
impoverished arterial circulation in both feet. Electrocardio- 
grams showed fibrillation and left bundle-branch block. One 
morning a month later a mild griping umbilical pain developed, 
gradually increasing in intensity. By midday it was severe, 
and vomiting, bloody diarrhoea, and shock came on. By 
evening morphine eased the pain, but two days later a sudden 
haematemesis closed the scene. Necropsy revealed an old 
apical infarct of the left ventricle with a large mural thrombus. 
An extensive thrombus occluded the aorta from above the 
origin of the superior mesenteric to below the bifurcation of 
the iliac arteries. The whole of the small intestine was infarcted. 
Atheroma was present in the coronary arteries, aorta, and 
right popliteal. 


From time to time, as in the following case, the pain of a 
false aneurysm presents difficult diagnostic features. 


An ice-cream manufacturer, aged 26, with a history of pre- 
vious rejection for military service because of a rheumatic 
heart, developed a septic rash and fever. Three weeks later, 
when admitted to hospital, the blood culture yielded haemolytic 
Staphylococcus aureus ; penicillin therapy was started at once 
(500,000 units a day). 

On examination there was a loud apical systolic murmur and 
a mitral diastolic murmur. Rhythm was regular. After three 
weeks the fever was still present, so the penicillin dosage was 
doubled. He now began to complain of a series of pains which 
baffled his physicians, though admittedly examination was 
always difficult because he was a grossly obese and excitable 
subject : first a severe suprapubic pain with vomiting ; five 
days later acute cramping pain in the right leg, yet without 
any unusual physical signs. Three weeks later he had an intense 
pain in the right groin, with shock, and developed signs of 
psoas. irritation. Rectal examination was negative. A week 
later, with groin pain and thigh flexion continuing, thrombosis 
became evident in the right saphenous vein, and within a 
few days his leg was oedematous. Although he repeatedly 
complained of a great deal of pain throughout the next few 
weeks, his temperature fell to normal, and a non-tender cord- 
like thickening of the vein in the groin could then be made 
out. Three months after admission he became suddenly 
breathless with pain in the chest ; anuria set in, and in forty- 
eight hours, with signs of a left lung infarct, he succumbed. 

Necropsy showed that his attacks of pain had been due to a 
false aneurysm of the pelvic vessels, probably mycotic. A 
blood cyst the size of a large grapefruit lay against the right 
brim of the pelvis, containing laminated clot and compressing 
the right common iliac artery and vein. Venous thrombosis 
extended down the veins in the thigh and up the inferior cava 
to the right renal vein. Old infarcts were present in the right 
kidney. In the heart the left ventricle was considerably hyper- 
trophied, and the aortic cusp of the mitral valve contained 
a perforation } in. (1.9 cm.) in diameter surrounded by healed 
vegetations. The upper lobe branch of the left pulmonary 
artery was occluded by recent thrombotic embolus. 


. Pain in the Legs 


The uncomfortable, continuous, aching pain that arises 
in the calf of the healthy leg when walking fast in tight 
puttees, or in the shin when bicycling hard or skating, is 
identical with the pain of intermittent claudication. It is 


produced by a relative ischaemia of the working muscle. 
There are, indeed, many pathological processes in which 
this disproportion between the blood requirement of the 
leg and its blood supply is enough to induce such a pain, 


but the commonest is obliterative arterial Cla 
tion is an occasional symptom of severe anaemia, ag , 
stenosis, arteriovenous fistula, coarctation, after aney 
thrombosis, or embolism of the femoral or popliteal art 
in some cases of mitral stenosis, and, rarely, in a prolo 
attack of paroxysmal tachycardia. The pain is deserj 
as cramp-like only because of its resemblance to the y 
of muscle cramp, for tonic spasm of the ischaemic m 
does not in fact take place. 

The reason why the effects of arterial obstruction 
intravascular thrombus are more profound than sin 
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ligation is because the collateral vessels are usually alregpain OF 
diseased and clotting is often extensive, obliterating #) musc 
mouths of many collaterals. rectly 

An office worker, aged 49, for five months had a locaf Ie ¢! 


pain in the right calf on walking, which had gradually becqgustrate 


so severe that slow walking for 100 yards brought it on 


made him stop to obtain relief. Skin temperatures of Da 
feet were normal, but pulsation in the right popliteal, tit, ame 
and dorsalis pedis arteries was reduced. Arteriograms showiebral | 
an obstruction in the middle of the femoral artery why sto 
collateral channels. He was operated upon and 4.5 cm. of fiys afte 
right femoral artery excised ; this contained organized throm siplegi 
on an atheromatous plaque. The vessel was reconstituted Whi jaste 


a portion of saphenous vein from the left leg and joined 
vitallium tube. A month later, although he still had 
palpable pulse in the right foot, he was able to walk a 1 
without pain. 
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Many patients such as he provide a clear enough desc 
tion of their symptoms to make recognition easy, butit n 
be remembered that various orthopaedic conditions , 
rise, on using the limb, to pain which is also eased by 
It will be noted, for example, that the pain of arthriti 
not relieved by simple halting, but that the patient ha 
sit down to be relieved of it. Exercise tolerance in claudi 
tion relates to the extent of the arterial disease, freque 
an asymmetrical process; so it happens that pain in 
worse limb may restrict walking before the sounder | 
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is fully tested. Similarly, an advanced degree of artegtl aur 
insufficiency in both legs can be masked by a limitatiog} be de 
the capacity for exercise which angina or dyspnoea 1 
impose ; the converse is also true. In arterioscle 
obliterans the reduced blood supply to the limb soonemf[n tho: 
later causes coldness in the foot, and the toes are offmis e) 


cyanosed. The skin may undergo further trophic 
inflammatory changes as a result of damage by cold, 
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become glossy, telangiectatic, and unduly sensitivefe symp 
warmth and friction. In these circumstances pain is the n 
at rest. it comn 

some 


A clerk, aged 71, for two years complained of pain in 
calves which pulled him up after five minutes’ walking. Re 
eased it at once. For the previous nine months he had 
had constant pain in the toes of the right foot—*t They but 
in bed at night”—so that he was obliged to hang his 
out in the cool air or stand up by his bed to obtain re 
The toes were cold and - }/cgpiaoeenie and arterial pulsa 
was absent from both feet. 


ted | 
niliarit 


In cases of rest pain the simple correction of a bed wigpibe 
mattress sags in the middle may prevent some post#’;” 
ischaemia of the feet. 

The third variety of pain in arteriosclerotic disea 
the lower limbs is that of gangrene. When the vitality 
healing power of the tissues is so reduced that infec 
and necrosis may proceed unchecked, gangrene Sih, 
readily from a superficial abrasion, a corn, or a dam@iy, \ 
toenail. Pain may be extreme. Lewis's advice to careqeer 
the feet as though they were pieces of porcelain canno 
given early enough to sufferers from this complaint. 

With arterial embolism the dramatic onset of a sud mg 
severe pain in the leg, becoming more intense, aching, 
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se. Claude 
aemia, ao , usually precedes the other signs. Lewis (1936) has 


ated out that this pain does not arise in the artery at 


er aney 

pliteal arte site of the obstruction but much lower in the limb in 
/@ prolonfe muscles deprived suddenly thereby of their blood 
is descriapply, and that its onset even when abrupt is delayed. 
: to the gh relative in severity to the size of the occluded artery 
emic mi because a greater territory of tissue is rendered 


wemic, and it is relieved instantly when the blood 
struction gply is restored by removal of the clot, or it is reduced 
than simpdegree if the plug passes on. Thus embolism of the 
Jally alregain or spleen is painless, because those organs contain 
iterating ,p muscle. There is no evidence that arterial spasm alone 
rectly produces pain. 

The clinical associations of embolic catastrophes are well 
trated by the following case. 

Aman aged 38, who eight years previously was found to 


d a localj 
ually be: 
ht it on 


tures of mitral stenosis, developed auricular fibrillation and at 
)liteal, tif. same time a sudden (painless) right hemiplegia due to 
raMs shoWrebral embolus. Two years later his digitalis was inadvert- 
artery Whiy stopped for a while and his heart began to race. Ten 
5 cm. of ys after redigitalization he woke with a violent pain in the 
ed throm fiplegic leg and the foot went cold. The agony of his 


stituted 
1d joined 
till had 
walk an 


in lasted twenty-four hours and was relieved only by hanging 
foot down. From 4 in. (10 cm.) below the knee his leg 
found to be cyanosed, oedematous, and icy cold. The 
gnosis of popliteal embolus was made and he was treated 
ervatively. Within ten months he could walk unaided for 
) yards without pain, but four months later he suffered 
hother stroke and died. 


Tragic examples of this nature are only too common 
here embolic incidents have accompanied the onset of 
brillation or have followed mistakes in treatment. Because 
e pulse rate is slow or the symptoms have abated, digitalis 


igh desc! 
, but it m 
ditions g 
sed by 
-arthriti 
tient has 


in claud@jaintenance therapy is stopped ; the insidious acceleration 
, frequem the ventricular rate which ensues is fraught with 
pain in plgerous consequences. Such accidents would happen 
under |@ss often if we always remembered to warn each patient 
of arte™ith auricular fibrillation that digitalis was his life-line, 
mitatiom be depended upon perpetually for the rest of his days. 
pnoea 1 
rioscle Conclusions 
) soonei§ In those circulatory conditions where a prevailing symp- 
§ are Ofm is extrathoracic pain (in the head, limbs, or body) the 
trophiciRgenerative arterial disorders play an important part with 
y cold, cir attendant thrombotic and embolic incidents. Hence 
ensitivege symptom of extrathoracic pain in cardiovascular disease 
pain s@r the most part is rare in childhood, unusual in youth, 
tcommoner as age advances. The pain usually conforms 

pain ing Some distinctive clinical picture. Examples are con- 
ng. Re@@ered in this paper with the object of promoting 
iiliarity with their qualities. 

ey dul 
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VIOFORM IN THE TREATMENT OF 
SKIN DISEASES 


BY 


I. MARTIN-SCOTT, M.D. 


The quinoline derivative known as “ vioform” (5-chloro- 
7-iodo-8-hydroxyquinoline) is a stable, almost odourless, 
greyish-yellow powder which is only slightly soluble in 
water. It contains 41% iodine and 12% chlorine, and 
its use in the treatment of amoebiasis is world-wide 
(Cameron, 1947). For several decades it has been used 
as an antiseptic dusting powder and as the active ingredient 


- of Alexander’s ointment on the Continent (Perutz ef al., 


1933). Only within recent years has its value in dermato- 
logy been appreciated in America (Wise and Sulzberger, 
1942; Sulzberger and Wolf, 1942; Pillsbury er al., 
1943), and the external therapeutic uses were recorded 
by the American Medical Association in 1944. In Great 
Britain its value in dermatology has not yet been 
_ estimated. 

Early in 1948 I obtained a small quantity of vioform 
powder and, in a 3%. strength in a water-miscible cream, 
found it to be most useful in the treatment of pyococcal 
skin infections. The importing chemists then kindly. offered 
to manufacture two types of preparation for trial, and a 
clinical investigation was started in June, 1948.* 

Preparations Used—Guided by the experience of 
Sulzberger and Baer (1946), it was decided to use only the 
following two preparations: (1) vioform cream (V.C.), 
which consists of 3% vioform in a water-soluble base 
composed of sodium lauryl, stearyl alcohol, spermaceti, 
glycerin, yellow soft paraffin, and water; (2) vioform 
ointment (V.O.), consisting of 3% vioform in a simple 
petroleum-jelly base. 

Selection of Cases——The majority of the cases were 
treated as out-patients. The greater number and variety 
of such cases outweighed the uncertainty of proper appli- 
cation by the patient. Patients of amy age or sex were 
treated, but in view of the limited supplies of vioform no 
cases of widespread dermatoses were included. With the 
knowledge that other hydroxyquinoline ointments were use- 
ful in the management of pyodermias, it is not surprising - 
that many cases of this type were chosen. 

Control of Results—It was considered that the number 
of cases would be too small to compare this remedy against 
a standard topical treatment by the method of treating 
alternate cases suffering from the same skin disease. Like- 
wise, the better method of comparing the results of two 
similarly affected and symmetrically situated lesions in the 
one person treated by two different methods was thought 
impracticable in dealing with out-patients. Where it is 
considered to be of interest, however, reference will be 
made to previous treatments which had failed. 

Classification of Cases.—A total of 115 consecutive cases 
of various skin diseases were treated. These have been 
grouped thus: 


Group A Sycosis barbae os i .. 15 cases 
Folliculitis of other areas’. . 
Cc Impetigo contagiosa .. 
D Acne vulgaris .. ais a 
E Impetiginized eczema ae 
F Post-auricular dermatitis 
G Miscellaneous group .. 


” 


Where more than one type of infection was present the 
case was listed under the more prominent condition. 


*I am indebted to Messrs. Ciba Laboratories, Ltd., Horsham, 
Sussex, for kindly supplying the applications used in this study. 
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Results of Treatment 

Group A. Sycosis Barbae 
The patients were instructed to use V.C. for shaving, 
and to leave a film on the face thereafter. A second appli- 
cation was advised at midday, and V.O. was used at bed- 
time. They were told that this was a treatment under trial, 
and all promised to report any relapse which might occur. 
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I 
| | | 
| Dura- | | Treat- 
| Type ment 
Case tion Previous Bacterio- . 
No. of —_ | Treatment | logy Be Follow-up 
Disease verity | sing 
| Vioform | 
6 | 7 months, Average | Pen., Ha -- | 3 weeks | Relapse 3 
| mths. later 
8 12 years ad Quin. | —_ |4 ,, | No relapse 
| | 2 mths. later 
| Superficial | Pen., He | 3 ,, | No relapse 
| } 3 mthe. later 
16 Average Pen. Pen.-sensit.| 6 ,, No relapse 
| S.P.A. | reported in 
5 mths. 
18 2 weeks Superficial | Pen., Hg Pen.-sensit. | a @ No relapse 
| | S.P.A. | in 3 mths 
33 4 Pen. cream | S.P.A. 14 week | No relapse 
| 3 mths. later 
37 3 years hepeteree 4 Quin., | Staph. '12 weeks | Improving 
X rays | albus 
39 | 3 | Pen., Hg, | S.P.A.+-4 No relapse 
| \Sulpka. ,Quin. | 5 mths. later 
41 | 2 weeks | Superficial | Bee Hg, | Pen. ue, 1 week | Relapse 1 
| | ulpha. ,Quin.| S.P.A. + - mth. later 
rt 
74 15 months’ Deep- seated Pen., Hg | S.P.A.+ 16 weeks | Improved 
84 6 weeks | Superficial | Pen. ung. | Pen. -sensit. | No relapse 
andcream | S.P.A. 5 mths. later 
89 months! Average | Pen. cream, | — | week | relapse 
j Hg 6 mths. later 
90 5 years Pen., Quin., | 2 weeks} relapse 
| Vac- 5 mths. later 
93 2 weeks | Superficial | Not known | No relapse 
| | | 2 mths. later 


Hg = A mercury cintment. Pen. = Penicillin preparation. Sulpha. = Sulphon- 
amide cream. Quin. = Ung. Quinolor Co. S.P.A. = Staphylococcus pyogenes 
aureus, 


Table I shows that 13 out of the 15 cases had no signs 
of active disease after treatment with vioform alone. Only 
two of these 13 cases had slight relapses, which quickly 
responded to further treatment. The average treatment 
time of the 11 cases which were apparently cured after 
one course was three weeks, and the average duration of 
the disease before treatment was over 2} years. 

With such a short follow-up period it cannot be claimed 
that 87% of the cases were “cured.” It will be noted that 
four of the cases failed to report back after apparent cure. 
These cases may be considered to have remained free from 
symptoms for the following reasons: (1) three of them 
had suffered for several years and had been “cured” in 
a few weeks ; (2) vioform preparations could not be renewed 
without further consultation and were not yet on sale to 
the public ; and (3) three of the cases lived in a country 
district served by one local hospital. 

The only two failures were Cases 37 and 74. The 
former patient volunteered that it was “easily the best stuff” 
he had used in his three years of treatment. In both cases 
the lesions were indurated and deep-seated, and the pus was 
caseous. Case 74 was eventually cleared up by cauterizing 
the four remaining pustules with pure phenol, and Case 37 
is at present having fractional doses of x rays in conjunction 
with vioform treatment. 

It is of interest to note that twelve of these cases had 
previously been treated unsuccessfully with local penicillin, 
and that in four of these the causative staphylococcus was 
found to be penicillin-sensitive. 

Table II shows that all 17 cases responded well to treat- 
ment. The average duration of treatment was just under 
three weeks, but this includes two cases which required 
six weeks ; these two cases were infections of the forearms 


MEDICAL Ma 
Group B: Folliculitis of Other Areas twice 
II be ret 
Vio- | | 
Case Site D Previous form | Bacterio- 
No. Disease | Treatment | logy | Cine 
2 | Hand 3 weeks | Pen. cream | V.O. — 10 dan! 
14 Legs 3 months! Sulpha.,Pen.| V.O. of 
.P.A. to the 
24 | Thighs Few days) Nil V.O. | S.P.A. 10 days 
36 | Pubis 2 weeks | G.V. V.O. | S.P.A. ar 
38 Hg V.O. | S.P.A. and} 7 
Str. haem. C 
40 | Arms ee Pen. syst. | V.C. | S.P.A.++ 2 weld Thi 
and local had t 
45 | Scalp 18 months) Quin.,G.V.,| V.C. | Sterile = 
Hg discol 
55 Pubis 6 weeks | Pen. ung. V.C. | S.P.A $= 
Relapse fingel 
mths, 
77 | Arms, neck, | $ days | Nil | | treate 
86 |S ‘oin 4 months| Not known | V.O. | — V.O. 
94 Pubis, axillae | 5 years | Pen. syst. V.O. | S.P.A.+ + 4 
| local Sterile) Improve 
97 ac 8 months, Hg terile (2) 2 
101 | Forearms | 4 weeks | Pen. syst. | V.O. | Pen.-sensit. on treatr 
| local | PLA. + patiet 
1 ” | a 7 
0s | 2 | ig A | days tants. 
110 | Temples 2 months, H | V.C.,| Pen.-sensit. | 2 week H 
‘bing | V.0.| S.P.A. but 1 
111 | Groin | S ws Hg, Pen. | V.O. — | 4, Bf satisf 
114 12 Pen. local | - 
Pen. = Penicillin preparation. AgNO, = Silver nitrate lotion 4%. Hg 
mercury preparation. = $% Gentian violet lotion. S.P.A. = S@ —— 
pyogenes aureus. B. G. = 1% Brilliant green. Str. haem. C = Str. haemoly 
Group C Case} 
No. 
in manual workers, and it was thought that the mode § 3—> 
application was unsatisfactory: both cleared up quic 
when V.O. was applied under a “ viscopaste ” bandage. 
patients continued their normal activities whilst u@ ” 
treatment. \ $2 
Group C: Impetigo Contagiosa 53 
Taste III 
| | Vio- 
No. reatment rep. | 
Used 
Pen. 
24 | Nose 4 months] Pen., Hg, | V.C. | S.P.A | week Ser. 
Quin. nitrate 
64 | Ears, face | 1 month | Pen. cream | V.C. npcem. 2 weeks and sal 
73 5 days V.C. {35 Ev 
79 Pubis 9 months Pen. local V.C. | Pen.-sensit. | 4 , 
| | Str. haem. C had r 
85 Scalp 8 weeks | Not known | V.C. | S.P.A. 2 
92 | Ears ie V.C. ons 1 week ears 
96 | Face 3months) » V.C.| Sterile 1 » 
98 2 weeks | Pen. cream V.C. | Pen.-sensit. | | 
| S.P.A.+ + avera 
99 Ears, face 4 months) Pen., Sulpha.,) V.C. | Pen.-sensit. | | 
Quin. S.P.A. telap: 
100 | Scal re Not known | V.O. — 2 weeks 
102 Neck, ears § 6 weeks | Pen., Resor-| V.C.,| Pen.-sensit. | 2 ,, 
cin V.O. S.P.A._ 
103 Face 7 s Pen. V.C. | Pen.-sensit. | 1 week Th 
-P.A.+ 
107 | Face, neck , Ung.| V.C. 1 « derm 
109 | Temples (4 ,, | Pen.local | V.C. Pen.-resist 2 weeks There 
Pen. = Penicillin Preparation. S.P.A. = Staph. pyogenes aureus. Sulp! twice 
Sulphonamide cream. Str. haem. C = Str. haemolyticus Group C. Quin. = 10 da 
Quinolor Co. Ung. S. & S. = Ung. sulphur and salicylic acid B.P. of the 
also r 
The results in all cases were good, and no relapses he dealin 
been reported (Table III). In no case was any additio poe 
application used to remove infected crusts. Six cass fi) 41, 
which the organism cultured was reported to be penicill bnfect 
sensitive failed to respond to local penicillin therapy. Band i 
many cases the patients claimed to be cured in two to th Three 
days, and the duration shown in Table III was the tiff} weeks 
interval till the patient was actually seen to be curqh) Fur 
Even with this possible overestimation the average trealmey tecurr 
time for all types was only 10 days. rm 
wi 
Group D: Acne Vulgaris on 
n 
Ten cases of pustular acne were treated, and only fi Chr 
showed some slight improvement after four weeks of Vig, ty 
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twice daily. The results were not impressive, as it must 
be remembered that, while vioform was the only local appli- 
— cation, the patients were advised regarding general hygiene 
”, and diet, and in several cases oestrogens and/or vitamins 
| Tm were given simultaneously. 
1s I formerly used “ung. quinolor co.” (Squibb) in cases 
o 10 day of pustular acne with decidedly better results, possibly due 
Ri4 to the benzoyl peroxide content in this preparation. 
na | Group E: Impetiginized Eczema 
rs 2veif There were 14 cases of eczema (mostly exogenous) which 
4 had become secondarily infected, and all presented crusted 
‘ discoid lesions. In two-thirds of the cases the hands and 
-| Retajeff fingers were affected. The more exudative cases were 
| Sen treated with V.C. thrice daily, while the other half applied 
,|3e V.O. twice daily. In the four cases investigated Staph. 
st. | Imprngg pyogenes aureus was cultured. The average duration of 
5 | 2 well treatment was just over two weeks, and during this time the 
+ e patient was sheltering the affected area from external irri- 
SB tants. The underlying eczema was cured in only two cases, 
it. | 2weM but in all cases the crusting and inflammation subsided 
satisfactorily. 
| Group F: Post-auricular Dermatitis 
1 % He TaBLe IV 
he mode | a4 |éwecks | GV. Pen S.P.A., Str. | V.C. | 2 weeks 
up quic haem. A. 
ndage. 51 | F | 41 | 4 years 2 
hilst 49 | M| 30 | Not known S.P.A.++ | V.O.|3 
$2 | F | 72 | 1 year Ung. S. & S. S.P.A.++- | ,, 
Strept. 
53 | F | 68 | 8 months Ung. S. & S. S.P.A.++ | V.O. | 1 week 
59 |M)| 37 | 5 weeks Lot. calamin. — V.O. | 2 weeks 
; 61 | F | 24 | 2 years Pen. syst. and — V.O. | 10 days 
| 67 | F | 50 | 3 months o., — V.O. | 6 weeks 
Timed 71 | F | 32 | 3 weeks g S.P.A. | V.O. | 1 week 
| M| 45 | 2 months Ung. S. & S. | Str. haem. | 
= ws a bs Penicillin preparation. S.P.A. = Staph. pyogenes aureus. Str. haem. A 
trate lotion GV. Gentian violet fotion 
otio) ng.S ig. sulphu 
: 13 , Every case had associated seborrhoeic eczema, and two 
“|, . ff had menopausal symptoms. Clinically the skin behind the 
1 week tars was found to be reddened, glazed, and often exuding 
; " @ serum. The response to treatment was very good, and the 
‘|, average treatment time was just over two weeks. No 
sal telapses have been reported (Table IV). 
es Group G: Miscellaneous 
e This group comprises a miscellaneous collection of 
1» B dermatoses which are often rather resistant to treatment. 
2 weeks There were 35 such cases. 
{28 Angular Stomatitis.—Four of the five cases treated with V.C. 
. Sal twice daily cleared up after an average treatment time of 
Quin. = UR 10 days ; no other therapy was given simultaneously. In two 
of the cases there was associated naso-labial fissuring, which 
pses he also responded well. The one failure is discussed later when 
wee dealing with toxicit 
additio 
| can ,Internatal Intertrigo.—There were five cases, which occurred 
penicil in elderly patients. Clinically they did not suggest a fungous 
infection. The apposing skin surfaces were red and denuded, 
Tapy: Hand in the midline there was often some superficial fissuring. 
Oo to th Three of the five cases were considerably improved after four 
the tit Weeks’ treatment with V.O. 
be cure’ Furunculosis—Three of the four cases had suffered from 
treatme§ tecurrent boils for many years. In all four the septic condi- 
tions were cured within two weeks, but fresh boils occurred 
it two. These cases were found to have high fasting-blood- 
iigar levels, and whén suitably dieted had no further 
oll furunculosis. 
5 of Vi Chronic Perionychia.—Two of the four cases treated showed 
:' the typical chronic bolstering of the nail-folds, with dystrophy 


of the nails but no purulent discharge. Staphylococci were 
cultured in both cases, and after four weeks’ treatment they 
showed considerable improvement. The other two cases had 
purulent lesions of the nail-folds from which Staph. pyogenes 
aureus was cultured ; there were no whitlows. Both cleared 
up after.applying V.O. for an average treatment time of three 
weeks, though they had been resistant to local penicillin 
treatment. 

Septic Excoriations—Two cases of generalized pruritus and 
one of excoriated acne were treated. V.O. cleared up the 
crusted lesions in a short time but did not lessen the pruritus. 

Chronic Lichen Simplex——Two cases of localized lichenified 
skin without any associated infection were not improved by 
the use of V.O., nor was the irritation lessened. 

Pruritus Ani—One case, in which no changes in the skin 
could be seen, failed to be relieved after four weeks on V.O. 

Pustular Psoriasis —Three cases of the toxic bacteride type, 
with small intra-epidermic lakes of pus and_ light-brown 
punctate scabs affecting the soles and palms, were not improved 
after several weeks’ local treatment with V.O. 

Pustular Epidermophytosis—Two cases of secondarily 
infected epidermophytosis interdigitalis in which Staph. 
pyogenes aureus was cultured from the pus, but in which 
there was no acute pain or lymphangitis, were treated. All 
evidence of sepsis had gone when seen 14 days later. 

Ulcers—Two simple chronic ulcers of obscure origin, one 
of the chin and one of the thigh, were slightly improved after 
dressings with V.O. twice daily. 

Acne Necrotica—One case showed improvement after treat- 
ment with V.O., but was not cured. 

Furfuraceous Impetigo—One case of four years’ duration 
showed no significant improvement after four woe treatment 
on V.O. 

Herpes Zoster-—This patient was an elderly man who was 
febrile and had a large crusted plaque over the frontal region. 
Staph. pyogenes aureus was cultured. He was treated with 
V.C. thrice daily, and within one week all evidence of infection 
had gone. 

Pemphigus Vulgaris—In one case V.O. was found to be a- 
useful antiseptic dressing which assisted the healing of the 
raw areas after rupture of the bullae. 


Mode of Action; Toxicity 


Animal experiments in the past (Ciba, Ltd., 1948) and 
also the following observation on a patient have failed to 
support the theory that the disinfecting action of vioform 
is due to the liberation of free iodine. A patient who had 
a severe contact dermatitis due to tincture of iodine and 
who.-reacted with an extensive vesicular eruption to paint- 
ing 1 sq. in. (6.45 cm.”) of her arm with liquor iodi mitis 
had no reaction after 48 hours’ contact with 3% V.O. 

About 5% of the patients treated admitted that there 
was a mild initial stinging of short duration, but in none 
of these cases was treatment discontinued. 

In only one of the 115 cases was there severe primary 
irritation when V.O. was applied to the diseased skin. This 
patient was a nervous man who had had a long history of 
sycosis barbae, and his clinical record indicated that he was 
sensitive to sulphathiazole and “ elastoplast.” He reported 
with a slight angular stomatitis and erythema, scaling, and 
fissuring of the naso-labial folds. He was advised to apply 
V.O. twice daily to the affected areas, and when he reported 
two weeks later the condition was unchanged and he com- 
plained of intense irritation on each, application of the oint- 
ment—he had stopped using it after only ten days. V.C. was 
applied in the consulting-room and he complained of irrita- 
tion, though no inflammation was noted after 40 minutes. 
A patch test of V.O. applied to the healthy skin of the arm 
was negative after 48 hours. This is similar to the case of 
irritation reported by Reque (1947) in which true epidermal 
sensitivity was also absent. It seems probable that in my 
case the irritation was due to the vioform and not to the 
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base, as he on ung. 
ammon. dil. 

Saunder (1946), who used vioform 1% in petrolatum in a 
mixed series of 14 cases, did not attempt any further study 
of the medication, because the incidence of irritation was 
too high and the beneficial results too poor. 

No systemic toxic effects due to absorption from the 
skin were encountered. In view of the internal use of 
“enterovioform,” this was not surprising. 


Comment 


In a study of a comparatively small number of cases in 
which the results of treatment were not controlled it is not 
possible to evaluate the efficiency of vioform scientifically. 
The clinical impression, however, in the management of 
several dermatological problems was extremely good. The 
ability to confront the chronic case of sycosis barbae and 
persistent post-auricular dermatitis without foreboding 
signifies at least the possession of a therapeutic agent of 
prowess. A safe and relatively non-irritant antiseptic or 
antibiotic is always welcome in dermatology ; thus peni- 
cillin became the practitioner’s friend. Later many pyo- 
cocci were found to be resistant to it. It is probable that 
since the introduction of penicillin the number of skin infec- 
tions referred to hospital has diminished—e.g., no cases of 
impetigo of children’s faces have been seen in the last six 
months for inclusion in this series. No doubt the propor- 
tion of penicillin-resistant cases seen in hospital has 
increased, Whether vioform is superior to penicillin in the 
treatment of pyodermias cannot be assessed from this report, 
but it is a fact that in at least 37 cases in which penicillin 
had failed vioform produced the desired result. In the 16 
cases in which penicillin sensitivity was estimated four were 
resistant and 12 were sensitive to penicillin. In 11 of these 
12 cases penicillin had previously been used and had failed 
to improve the skin infection. 


Summary and Conclusions 


The value of 3% vioform in an ointment and in a cream base 
has been studied in 115 dermatological cases. 

The results indicate that vioform is a valuable therapeutic 
agent in dermatological practice, and particularly in the treat- 
ment of pyococcal skin infections such as impetigo, folliculitis 
(especially sycosis barbae), impetiginized eczema, angular 
stomatitis, and post-auricular dermatitis. The cases of acne 
vulgaris in this series were not greatly improved. 


It is relatively non-irritating, and the occurrence of epidermal . 


sensitization is rare. 

While it relieves the prickling of infected eczemas, it does 
not seem to have any antipruritic effect on non-infected 
dermatoses. 

The only slight disadvantage revealed was the yellowish- 
grey colour. The cream is easily washed out of cotton fabrics, 
but stains from the use of the ointment are more difficult 
to remove. 

Further study is required to estimate its value in other 
vehicles in dermatology, and also in other branches of medicine 
where antiseptic applications are required. 

It is concluded that 3% vioform is a valuable addition to 
the medicaments at present used in this country for pyococcal 
dermatoses. 
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indiscriminate topical use of sulphonamides and antibiotics. ! 
A spate of literature has indicated that drug sensitization 
may follow the external application of sulphonamides 
(Army Med. Dept. Bull., 1943 ; Barber, 1944 ; MacKenna, 
1945; Phillips, 1946; Tzanck et al., 1947; Council on 
Pharmacy and Chemistry, 1947) and penicillin (Canizares, 
1945 ; Friedlaender et al., 1946; Chu and Cutting, 1946; 
O’Donovan and Klorfajn, 1946; Goldman ef al., 1946; 
Hellier, 1947; Templeton er al., 1947 ; Phillips, 1948) and 
so seriously interfere with their later use in lethal disorders. 
Drug resistance, a sequel of sulphonamide therapy and the 
use of many antibiotics, has been shown by Barber (1947) 
and Barber and Rozwadowska-Dowzenko (1948) to occir 
when penicillin is used ; their work foreshadows many more 
strains of penicillin-resistant Staphylococcus aureus. 
My attention was directed by the work of Ingram (1938) 
and of Sulzberger and Wolf (1942) to an entirely different 
group of drugs—namely, the halogen-substituted quinoline. 
An attempt has been made to assess whether these drugs 
may be used to replace the sulphonamides and _ penicillin 
in external applications so that the aforementioned undesir- 
able sequel may be avoided. The two members of this 
group under investigation are “ vioform ” and “ sterosan.” 
This paper deals with the former drug only. 
Quinoline derivatives have been used for topical appli- 
cation in dermatology for a number of years. “Ung. 
quinolor co.” (Squibb) contains a mixture of 5-chlor-8 
hydroxyquinoline, 7-chlor-8-hydroxyquinoline, 5 : 7-dichlor- 
8-hydroxyquinoline, together with 10% of benzoyl peroxide 
in a paraffin-lanolin base. It is useful in the treatment of 
sycosis barbae, impetigo contagiosa, eczematized psoriasis, 
and psoriasiform or lichenoid neurodermite (Peck, 1934; 
Carpenter, 1938 ; Ingram, 1938). 
Vioform has the chemical formula: 


hydroxyquinoline. 


It is an amorphous, greyish-yellow, voluminous powder 
containing 41% of combined iodine. Tasteless and coldtif- 
less, it is insoluble in water and only slightly soluble if 
alcohol. It has a melting-point of 156° C. and can ® 
sterilized at 100-110° C. Light and moisture causé 4 
darkening in its colour. Oxidizing agents are ch 
incompatible. 
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hmoebiasis has shown that it is relatively non-toxic in man 
"David et al., 1944). In viiro it inhibits Staph. aureus and 
Bact. coli in a dilution of 0.025%, and Pseudomonas 
yyocyanea in a dilution of 0.5%.* 

| Mechanism of Action—Repeated experiments have been 
yerformed to ascertain whether the antiseptic action of 
vioform is due to the liberation of iodine. The investiga- 
fions reveal that iodine can be liberated only with great 
lifficulty, and that free iodine plays little or no part in its 
wntiseptic action (Bachem and Kriens, 1921; Chargaff, 
1929 ; Jadassohn and Pfanner, 1945). 

Clinical Application—Vioform has been employed on 
the Continent for the last forty years, and its virtues have 
teen extolled in the treatment of pyodermia, fungous 
infections, eczematous conditions, and other dermatoses 
(Jadassohn, 1930; Bertlich, 1939; Sulzberger and Wolf, 
1942). Montigel (1910) found it a more effective antiseptic 
tooth-stopping - dressing than iodoform. Sulzberger and 
Wolf (1942), after extensive clinica! trials, stated it to be 
“one of the best anti-eczematous, mildly soothing, and 
antiparasitic remedies.” 

Types of Bases Employed and Mode of Application.— 
Vioform was used in this trial in a strength of 3% in 
a water-miscible creamt+ and a soft paraffin ointment. 
An identical cream and ointment, suitably coloured to 
camouflage the absence of vioform, were used as controls. 

The type of application employed was determined by 

the characteristics of the lesions. The cream was mainly 

ued to produce a drying effect ; in dry, scaly, or lichenified 

‘Blesions the greasy ointment was prescribed. Occasionally 

amore neutral effect was obtained by alternating the two, 

wing the cream by day and the ointment by night. The 

(eam was applied three or four times a day, the lesions 

being kept open wherever possible. The ointment was 

applied twice a day, and in view of its greasy staining 

qualities was covered with linen or calico. No other local 

measures were in use at the same time. 

Mode of Assessment.—The only cases included in this 

stties are those which have been adequately controlled by 

using the active preparation on one side of the body and 

acontrol (the ointment or cream base) on the other side. 

By this means spontaneous improvement becomes evident, 

e effect of the conveying medium is readily assessed, 

and aggravation by the active ingredient is apparent, except 
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nately, some disorders do not admit of this simultaneous 
asessment—e.g., pruritus ani—and these have been omitted. 
he major practical difficulty lies in persuading the patients 
0 adhere strictly to instructions in spite of any difference 
l response on the two sides. Results were assessed only 
n terms of visible improvement. 
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Results 

Group 1: Coccogenic Sycosis Barbae.—All these cases 
hd received previous treatment, many with penicillin cream 
% ointment. A number were chronic cases complicated 
seborrhoea oleosa. All were investigated for focal 
psis, and this when found was treated simultaneously. 
tients were instructed to shave daily and to apply the 
mam after shaving, at midday, late afternoon, and night. 
Hite face was washed in the normal manner. Among 30 
es, 22 showed a definite improvement, 3 chronic cases 


can b¢§ "Information supplied by Messrs. Ciba, Ltd. 
ausé 48 This was supplied by Messrs. Ciba Laboratories, Ltd., and was 


led to contain sodium lauryl sulphate, stearyl alcohol, spermaceti, 


m 
erin, soft yellow paraffin, and water. 


Pharmacology.—Widespread oral use of the drug for 


Table of Results 


| No. of Patients No. of Patients | 


No. of 
F _ | Total Affected by Affected by | Patients who 
Diagnosis | No. of Vioform _ Control Base | Showed no 
| Patients Response to 
| Treated Im- Aggra-| Im- | Aggra- | Vioform or 
| proved | vated | proved vated |Control Base 
Coccogenic syco-! | | | 
sis barbae .. 30 am | 4 7 
Seborrhoeic der- | | | 
matitis | 14 | 5 3 
Otitisexterna.. | 14 | 8 | 4 ae 
Pityriasis faciei 
simplex 2 2 
Acute vesicular 
and papular 
eczema. 33 15 2 5 
Gravitational | | 
eczema 18 | 4 2 
Cheiropom- | | 
pholyx 3 1 ‘ 9 
Chronic papular | | | 
and fissuring | 
eczema 7 1 6 
Infantileeczema 16 | 3 8 5 
Nummular_ ec- | 
zema 2 1 
Neurodermatitis | 1 1 | 3 
Lichen hyper- | 
trophicus .. 3. | 3 
riasis : | 
Classicat 2 | | 2 
Seborrhoeic 6 | sj | 1 3 
Pustular | 2 
Dermatitis her- | 4 | 
petiformis .. 4 1 2 | 1 
° 


improved temporarily and then relapsed during treatment, 
1 showed equal improvement on the base, and 4 exhibited 
no gross change. 

Group 2: Seborrhoeic Dermatitis—These represented 
typical examples of the disorder with lesions in the scalp, 
on the face and ears, and in some cases on the trunk as 
well. Many of the facial lesions were eczematized. The 
scalp was treated in the routine manner, the vioform appli- 
cation being used only for the face. Of 22 cases, 14 showed 
a marked improvement, 5 improved equally on both sides, 
and 3 showed no change. 

Group 3: Otitis Externa—This group was mainly com- 
posed of patients exhibiting the signs of streptococcal otitis 
externa as described by Kinnear and by Mitchell. In a few 
the external manifestations followed an attack of suppura- 
tive otitis media, and some had a superimposed contact 
dermatitis. A search was made for evidence of focal infec- 
tion, and where necessary this was treated. Among 14 
cases, 8 showed marked improvement, 4 equal improvement 
on both sides, and 2 no change. 

Group 4: Pityriasis Faciei Simplex—The two children 
suffering from this disorder made a slow response. 

Group 5: Acute Vesicular and Papular Eczema.—This 
comprises a mixed group of endogenous and exogenous 
eczema, comparable in the appearance of their eruptions. 
They were usually given sedative treatment by mouth. 
Fifteen patients showed much improvement on the vioform 
preparation, 10 responded equally to the vioform and the 
control preparation, 2 were aggravated by both, 1 improved 
more rapidly on the control cream than on the vioform 
cream, and 5 showed no improvement on either side. 

Group 6: Gravitational Eczema.—Among these patients 
suffering from bilateral gravitational eczema without active 
ulceration, 12 showed much improvement, 4 equal improve- 
ment on both legs, and 2 no change. 

Group 7 : Cheiropompholyces.—These were all of con- 
stitutional origin. Three appeared to improve more rapidly 
on the vioform preparation, 1 appeared to be aggravated, 
and in 9 the course of the disorder was unaffected on 
either side, spontaneous remissions and exacerbations occur- 
ring. Concurrent sedation by mouth was used in this 


group. 


941 
tice 
log 
th 
ato 
0 
th 
otics 
ation 
ide 
enna 
il o 
Zares 
1946 
1946 
B) and 
Drders 
d the 
(1947 
occu 
mord 
| 


842 May 14, 1949 TOPICAL USE OF VIOFORM IN DERMATOLOGY 


8: Chronic Papular and Eczema.— 
These were 7 chronic cases of endogenous eczema. One 
showed some improvement, the remainder no change. 

Group 9: Impetigo.—Five cases cleared satisfactorily 
with vioform cream. 

Group 10: Infantile Eczema.—The results of the treat- 
ment of this condition were unsatisfactory. Eight cases 
improved equally on the cream and on the cream base, 5 
showed no change, and 3 displayed some irritation on the 
vioform cream. 

Group 11: Nummular Eczema.—Four showed marked 
improvement ; two appeared to be irritated by the vioform 
and one by the cream base. 

Group 12 : Neurodermatitis—One showed improvement, 
three showed equal improvement on both preparations, 
whilst in one patient the base proved the more effective. 

Group 13: Lichen Hypertrophicus.—In three patients no 
change was noted. 

Group 14: Psoriasis—In two patients with classical 
psoriasis no improvement could be attributed to the vio- 
form. Jn psoriasis involving the flexures (seborrhoeic) two 
appeared to be improved, and four showed no change which 
could be attributed to the vioform. Two patients with 
pustular psoriasis found the active preparation and the 
vehicle equally effective. 

Group 15: Dermatitis in two 
patients with this disorder responded equally to the vio- 
form cream and base, one patient was aggravated by both, 
and one appeared to be aggravated by the vioform cream. 
In view of the sensitivity of these patients to potassium 
iodide locally, this measure was tried at first very carefully, 
but the action expected from an iodide preparation was not 
noted. 

Comments 


Unfortunately, vioform is yellow and it stains. When 
dispensed in a water-miscible base the staining tendency is 
less marked. It darkens on exposure to air ; this does not 
seem to interfere with its therapeutic efficiency. A few 
patients stated that on application they experienced a mild 
burning sensation, which quickly disappeared ; when there 
was intolerance this symptom was more pronounced. 

Vioform proved antipruritic in eczematous conditions and 
soothing in the treatment of contact dermatitis ; it showed 
a marked antiseptic action in pyodermia and secondarily 
infected dermatoses. In the media used it was found to 
be well tolerated. 

Conclusions 


The effect of 3% vioform in a water-miscible base or in 
petroleum jelly has been assessed under carefully controlled 
conditions on a variety of dermatoses in 176 patients. It 
proved a useful local application in the treatment of the 
following conditions: coccogenic sycosis barbae, sebor- 
rhoeic dermatitis, otitis externa, acute vesiculo-papular 
eczema, gravitational eczema, impetigo, and, occasionally, 
in nummular eczema. The incidence of cases of intolerance 
was low (4.5%). This investigation suggests that vioform 
merits more extensive use in these conditions. 
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DISSEMINATED SCLEROSIS IN SOUTH 
AFRICA 


ITS RELATIONSHIP TO SWAYBACK DISEASE AND 
SUGGESTED TREATMENT 


BY 
GEOFFREY DEAN, M.B., Ch.B., M.R.C.P. 


It has long been believed, and rightly, that disseminated 
sclerosis very rarely occurs among the white population of 
South Africa and that it is most rare among those white 
people who have been born and bred there. Indeed, some 
physicians deny that it occurs at all in such people. These 
opinions, however, were based on_ individual clinical 
experience ; there were no reliable and exhaustive figures. 
Therefore the available evidence relating to the incidence, 
geographical distribution, etc., of the disease among white 
South Africans during the last ten years has been collected 
and assessed. It may be said here that disseminated 
sclerosis is unknown in the native and other coloured 
peoples of the country. 


Incidence and Geographical Distribution 


In order to discover the incidence, etc., of the conditior 
it was decided to search the medical records of all the mai 
hospitals in the country for the last ten years. Records oj 
a diagnosis of disseminated sclerosis could be found onl) 
at Groote Schuur Hospital, Capetown, at Johannesburs 
General Hospital, and at the Pretoria Hospital—in fac 
at the three university teaching hospitals. In addition, thre 
isolated cases—two at Port Elizabeth and one at Durban 
have been reported. The cases are here summarized. If 
all cases, unless otherwise stated, the Wassermann reaction 
was negative and the blood count normal. 

Groote Schuur Hospital, Capetown.—Between 1938 and 1% 
eight patients were diagnosed as suffering from disseminatec 
sclerosis. These cases are summarized in Table I. Two 0} 
these patients were white women born in South Afric 
(one lived at Capetown and one at Vryburg); one was a Sou 
African who had spent six months abroad; and two othe 
were South Africans of German origin, though in the case 0 
one of these the diagnosis was doubtful. Of the remaining 
three cases, in one the diagnosis was probably wrong and i 
the other two the records were incomplete. 

Johannesburg General Hospital—In the files at Johannes 
burg General Hospital 22 cases were classified as suffering fro 


disseminated sclerosis between the years 1938 and 1948. The 


cases are summarized in Table II. Five of these patients wer@ 
indigenous white South Africans, 14 were immigrants, and if 
the three others the diagnosis was in my opinion definitel 
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mistaken. These last three cases will not be considered further. 
Of the five indigenous patients, the diagnosis is considered to 
be correct in three and doubtful in two. 


TaBLe I.—Cases in Capetown 


Age | Race | Diagnosis 


S.A. 


case | Sex 
ti | F. 


Symptoms of weakness in legs for 20 years, periods 

! of remission; nystagmus, intention tremor; 

posterior column and pyramidal tract involve- 

| | ment. Seen by me. 

S.A. Symptoms of paraesthesia on trunk, a visual epi- 
sode; dragging of legs, with remissions, for seven 
years. Sensory loss, pyramidal tract and posterior 
column involvement. (DS) 

In England for six months when aged 8. A five- 
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C3 | F. 
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S.A.(a) 

years history, with remissions, of diplopia, 

| tingling in hands, and weakness of both legs. 

| Nystagmus, temporal pallor, and 
tract involvement. (DS) 

Of German origin. Temporary biindness 20 years 
ago; tremor, clumsiness, weakness right leg, loss 
of sensation in foot, remissions. Pallor of 
temporal half of optic disks; cerebellar, sensory, 
and pyramidal tract involvement. 

Of German origin. Giddiness and anaesthesia of 
right side of face. On examination no lesion of 
central nervous system. (Doubtful) 

F. 47 | S.A. Twelve years ago had a temporary total paralysis 

' and severe pain affecting both legs; a year later 
the right arm was similarly affected; a year ago 
blindness of right eye with pain. No physical 

| i signs. (Not DS) 

er | | Case records incomplete 

C8 | | Case records incomplete 


C4 | F. IMM. 


C5 IMM. 


| 
| 
| 


$A. = South African white who has never been abroad. S.A.(a) = South 
African who has been abroad. IMM. = Immigrant. DS = Disseminated 
sclerosis diagnosed. 


Pretoria Hospital, Pretoria-—The records reveal one definite 
case of disseminated sclerosis in an immigrant who entered 
the country when he was 2 years old, and two doubtful cases 
(Table IIT. 

Port Elizabeth—Two cases were found here. The first was 
that of a woman, aged 60, who was born in South Africa but 
had spent the greater part of her life up to the age of 39 in 
England. First one eye then the other became affected by 
temporary loss of vision more than 20 years ago while in 
England. Since then she had had attacks of weakness in the 


TaBLeE II.—Cases in Johannesburg 


Cas| Sex | Age | Race | Diagnosis 


| M- 39 | S.A. | 


Weakness in right leg; nystagmus, optic pallor, 
intention tremor, posterior column and pyramidal 

tract involvement. (DS) 

| Unsteadiness of gait, hyperaesthesia of right thigh 

| and weakness of right leg; nystagmus and 

| | pyramidal tract involvement. (DS) 

| @ 1 SA, Blurring of vision, paraesthesia, and weakness of 

| both legs; remissions; urinary incontinence. 

Temporal pallor, intention tremor, sensory loss 

and pyramidal tract involvement. (DS) 

| A two-years history of difficulty with micturition 

j and dragging of feet. No physical signs. 

(Doubtful) 

Cramp in legs. (Doubtful) 

Temporary blurring of vision six years ago: now 

| drags the right leg. Nystagnius, temporal pallor 

sane | and pyramidal tract involvement. (DS) 


S.A. 


Loss of sensation in finger-tips of right hand, drags 
the right leg; remissions. Sensory loss in fingers 
and pyramidal tract involvement. (DS) 

. | Weakness of both legs and precipitancy of micturi- 

ioe ; remissions. Pyramidal tract involvement. 


Twenty years ago had temporary blurring of vision 
in one eye. eakness in right arm and right leg. 
Pyramidal tract involvement. (DS) 

Blurring of vision a few years ago; weakness in 
right arm and right leg. Nystagmus and pyra- 
midal tract involvement. S) 

Insufficient details available 

Insufficient details available 

History ——— of disseminated sclerosis, but 
details of examination are insufficient 

Weakness right leg and difficulty in starting 
micturition. Insufficient details available 

Not disseminated sclerosis 

History suggestive of disseminated sclerosis, but 

| details of her physical examination are insufficient 

\ | for diagnosis 

| 48 Insufficient evidence 

6S ; | Weakness in both legs and difficulty with micturi- 
tion. Pyramidal tract and posterior column 
involvement. W.R. positive. A syphilitic cause 
for the symptoms has not been excluded 

Ww in left leg. Left Babinski res 
extensor; W.R. positive. Again a syphilitic 
cause has not been excluded } 


z 


31 


legs and arms, with remissions, and hyperaesthesia of the left 
leg. On examination a classical case of disseminated sclerosis 
was seen: nystagmus; temporal pallor; and_ cerebellar, 
pyramidal tract, posterior column, and sensory involvement. 


TABLE III.—Cases in Pretoria 


Diagnosis 

Immigrated from Australia when 2 years old. In 
the last nine years attacks of transient blindness 
and hemiparaesthesia. Nystagmus, intention 
os ataxia, and pyramidal tract involvement. 
Fifteen years ago pyrexia and polyarthritis. Agglu- 
tinations for Brucella abortus positive. He 
developed ataxia with nystagmus and Romberg- 
ism, is occasionally incontinent of urine, and has 
transient paraesthesiae. There is pyramidal 
tract, posterior column, and cerebellar involve- 
ment. This seems to be acase of focal demyelina- 
tion following brucellosis 

Account translated from Geneeskundige Tydskryf. 
Thirty-five years ago he had wea’ and loss of 
sensation in both legs, with retention of urine; 
lumbar laminectomy was performed; a short 
time later he had double vision for a few days. 
Six years ago he developed a sudden hemiplegia, 
since when he has been bedridden. On examina- 
tion there was right-sided hemiplegia with bila- 
teral pyramidal tract involvement; the posterior 

} columns were normal. In my opinion there is not 

enough evidence to diagnose disseminated 

sclerosis. The hemiplegia was probably due to a 

cerebral thrombosis 


Age | Race 
44 IMM. 


Sex 
M. | 


S.A. 


P3 S.A. 


The second patient was the brother of the first case. He was 
also seen by me. He developed a slowly increasing weakness, 
starting at the extremities, over a period of three years; this 
increased until he died following paralysis of his intercostal 
muscles. There was a bilateral extensor response, with absent 
reflexes and slurring of speech. In view of the fact that his 
sister had disseminated sclerosis this may have been a “ forme 
fruste” of the disease. : 

Durban.—Dr. J. Drummond, medical specialist, has informed 
me that he treated a case of disseminated sclerosis in a South- 
African-born girl who had not been abroad. Unfortunately 
the records have been lost, and she has long been dead. As 
the records are not available, this case will have to be included 
in the “doubtful”. group. 


Comparison with England and Wales 


My opinion, based on the above analysis, is that dis- 
seminated sclerosis does occur among South Africans who 
have never been abroad, but the incidence is extremely low. 
There have been two cases at Groote Schuur Hospital, 
Capetown, both women—one who had spent all her life 
in Capetown, and one from Vryburg—and three cases at 
Johannesburg General Hospital—one from Lichtenburg, 
one from Rouxville, Transvaal, and one of unknown 
address: five cases in all, scattered throughout the Union, 
and out of a white population of 2,400,000. This number 
is too small to enable one to draw any conclusions concern- 
ing the geographical distribution of the disease. There may 
of course have been other cases, but an obscure long- 
lasting disease would usually be discussed by the local 
doctor and eventually sent to a specialist in one of the big 
centres; and because of its rarity the specialist would 
normally send the case to hospital for investigation. 

In South Africans who have been abroad two cases were 
diagnosed at Capetown, five at Johannesburg, one at 
Pretoria, and one at Port Elizabeth—making nine cases in 
all (Table IV). Of the doubtful cases in South Africans 
who have never been abroad there are two at Johannesburg, 
two at Pretoria, and one at Durban—five in all. There are 
ten doubtful cases among South Africans who have been 
abroad—one at Capetown and nine at Johannesburg. 
Probably the majority of these patients do suffer from dis- 
seminated sclerosis. A striking factor about all cases is 
the mildness of the disease ; only one “doubtful ” case is 
bedridden. 
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It has already been noted that the disease is unknown Relationship between Swayback Disease and Copper conti 
among the native and coloured peoples of South Africa. Deficiency—-For many years the farmers in the “ Sway. of 1 
Two cases have been reported in East African natives. back” areas have given pregnant ewes copper sulphates possi 
feed ; : solution by mouth in order to prevent the occurrence off jn m 

pay the disease in their lambs. Further, it has been 
at Onderstepoort that there is a relationship between thd Cai 
| Capetown Johannesburg | Pretoria | Elsewhere | Total copper content of the grazing and the presence of thei disser 
disease. In the Karroo areas, where swayback disease jgf sway! 


Disseminated sclerosis 
in South Africans who 
have never been abroad) 2 3 | = 0 5 

Disseminated sclerosis | | 
in South Africans who 
have been abroad, or 


immigrated .. 2 5 1 9 
Doubtful cases in South 

Africans who have 

never been abroad .. 0 2 2 I 5 


Doubtful cases in South 
Africans who have 
been abroad, or immi- 


grated’ 1 9 0 0 19 


Brain (1940) gives statistics on the incidence of dissemi- 
nated sclerosis. His figures are for the year 1930. He 
estimates the incidence as 160 per million for England and 
Wales. His method of computation, based on that of 
Bramwell, assumes an average expectation of life of eight 
years after diagnosis of the condition—in my opinion a 
very modest estimate. Therefore the annual number of 
deaths from disseminated sclerosis multiplied by eight 
million divided by the population is the incidence per 
million. Later figures give approximately the same inci- 
dence. Deaths from disseminated sclerosis in 1935 were 
781 ; in 1938, 764; and in 1945, 760. The population of 
England and Wales in 1942 was 42,600,000. On the con- 
tinent of Europe the disease is widespread in Germany, 
France, Scandinavia, Austria, and especially in Switzerland. 

The figure of 160 per million in England and Wales may 
be compared with the South African figure of five cases 
out of an indigenous white population of 2,400,000. 


Swayback Disease of Lambs 


Campbell et al. (1947) reported the occurrence of four 
cases of disseminated sclerosis among seven workers 
engaged on research into swayback disease of lambs. This 
is a demyelinating disease, known to be associated with a 
deficiency of copper in the soil on which the affected lambs 
are bred, or with a defective absorption of copper. 

In order to obtain some information at first hand 
about swayback disease I visited Onderstepoort Veterinary 
Research Station and consulted Dr. de Kock, the Director, 
and Dr. Schultz, one of the research workers concerned 
with this disease. 

Swayback disease is, as far as present knowledge goes, 
confined in South Africa to three small areas—a small 
coastal strip around Mossel Bay from Knysna to Bredas- 
dorp, along Saldanha Bay up to Vredenberg, and around 
Stellenbosch. It will be noticed that the five proved cases 
of disseminated sclerosis in native-born white South Africans 
are not confined to these “ swayback ” areas. 

South African farmers call swayback disease “ Lamkruis,” 
which means paralysis of the lumbar region ; also “ Swaai- 
gat,” or swaying back ; and “ Litsiekte,” or joint disease. 
Adult sheep are seldom affected by it, but newborn lambs 
commonly are. The incidence is never high, although it 
does vary from year to year. Affected lambs are unsteady 
in their gait and spastic in their movements. Post-mortem 
examination often discloses cavities in the cerebrum filled 
with a yellowish fluid. The cerebellum is always involved, 
though there is never cavitation there. Histological exam- 
ination of the central nervous system reveals a widespread 
round-cell infiltration and demyelination. Much more 
detailed work is still required on the pathology and 
histology of the disease in South Africa. 


unknown, the ruminal copper content (which is an indey§ In 
of the copper content of the soil) is 13 parts per millio 
a high proportion; but in the coastal areas, where the 
disease does occur, it is only 5 parts per million. Thi 
relationship has also been noted in England ; and there, too 
copper sulphate is given in certain areas to pregnant ewe 
as a means of prophylaxis against the disease. Less com 
monly, but successfully, it has been used in the treatmen 
of established cases. A point of interest is that in the 
Karroo a form of jaundice occurs in sheep, known as 
enzootic icterus, with gross haemolysis and haematuria 
Post mortem, the copper content of the liver is found to bg 
over 200 times the normal. Enzootic icterus seems to be: 
form of copper poisoning, although why the copper, whic 
is normally fixed in the bones, should be suddenly mobilized 
is not known. Experiments are now being carried out to 
find if copper can be mobilized in the same way as lead 
by giving acid salts. This research is of particular interes 
because of the possible toxic results of copper therapy in 
man. 

Relationship between Disseminated Sclerosis and Sway 
back Disease—No explanation can yet be given for thé 
occurrence, as reported by Campbell et al. (1947), of fou 
cases of disseminated sclerosis among seven workers 
engaged on research into swayback disease. A low coppe 
content of their food could hardly be more than a predi 
posing factor, as in a highly developed country such ag 
England the copper content of the diet cannot be supposed 
to vary much from one region to another, while the inci 
dence of the disease among the general public is certainl 
much less than it was among these research workers. 

Margulis, Soloviev, and Shubladze (1946) claim to have 
isolated a virus responsible for disseminated sclerosis ; an 
perhaps, therefore, an infective factor is common to bot 
diseases, a relative copper deficiency in the host being th 
predisposing factor. A possible explanation of the observa 
tion of Campbell et al. would then be that a copper conte 
of the body sufficient to protect against chance infection 
was not sufficient to do so when the infection was massive 
This of course is purely hypothetical ; but it is not at var 
ance with the known facts and does provide a hopeful ba 
for future work on the problem. 
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Suggested Form of Treatment for Disseminated Sclerosigjcompo 
Whatever the precise relationship between the two diseasegpenicil 
may be, the observation of Campbell er al., supported by@ssoct 
the facts recorded in this article, does strongly suggest thagpuspen 
there is some relationship, and that it resides most probabl els | 
in there being a common causative factor (or factors). I ‘Seve 
is therefore reasonable to suppose that a form of treatmengjl sus; 
effective against one disease will be effective against th@daily i 
other. Also, there is at present no form of treatment fom? hou 
disseminated sclerosis that is of proved value. giver 
Thus, while mass prophylaxis against disseminated 
sclerosis by ensuring an adequate copper content of thé 
diet is neither indicated nor practicable at the moment 
there is in my opinion much to be said for treating estad 
lished cases with copper sulphate. A daily dose of +g 
(16 mg.) is suggested. Even bigger doses than this have been 
found to be safe when given therapeutically over a period ; 
of many months to the four research workers whogt 
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contracted the disease. However, in view of the occurrence 
of enzootic icterus in sheep from copper poisoning, the 


possibility of overdosage with copper in man must be borne 
jn mind. 
Summary 

Campbell et al. have recorded a striking incidence of 
disseminated sclerosis among workers engaged on research into 
swayback disease. 

In South Africa disseminated sclerosis is very uncommon. 
So also is swayback disease ; and except in those small areas 
where it occurs the copper content of the soil is high. Further- 
more, treatment with copper is well known to be an effective 
means of preventing the disease and also of treating it. 

It is therefore suggested that copper therapy of established 
tases be given a trial. 
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A penicillin preparation that will give a bacteriostatic blood 
level between infrequent injections has obvious advantages. 
here have been many attempts to increase the time interval 
between injections by suspending soluble penicillin in 
arious media such as beeswax and peanut oil: these pre- 


parations have not been satisfactory. 


Salivar et al. (1948) described the formation of an insoluble 
compound by the chemical combination of procaine and 
penicillin in equal molecular proportions. This substance 
dissociates gradually to liberate soluble penicillin, and when 


suspended in oil gives prolonged blood-serum penicillin 


els in animals (Hobby et al., 1948). 

Several reports have been published on the use of an 
0 | suspension of procaine penicillin in man. Since a single 
tily injection is aimed at, an analysis of the recorded 


M-hour blood-serum penicillin levels has been made and 


i given in Table I. The only paper that is concerned with 
dildren is that of Carson et al. (1949). It will be seen that, 


i the larger adult series, 34 of 62 patients (Hewitt et al., 


M48), 33 of 78 patients (Thomas et al., 1948), and 21 of 29 


tients (Jones and Shooter, 1948) gave penicillin levels of 


er 0.03 unit per ml. 24 hours after the injection of 
caine penicillin. 

This.communication reports an investigation at the Child- 
m’s Hospital, Sheffield, of the serum penicillin levels 


I.—Summary of Published Work 


Ratio of 
No. of Patients 
in ype 0. els u./ml. 
Refe Units Patient Patients — 
| 0°03-| of Over 
<0-03| "9-2 210-03 u./ml. 
Be al. 300,000} Mixed 10 1 6 F 8 of 9 
Boger et al. 300,000) Ambulatory 9 8 1 0 1 of 9 
(1948) 300,000} In-patients 10 4 6 0 6 of 10 
10 9 of 10 
- children 
300,000 cases | 41 The great 
over I1 majority 
pa , Kg. (740 of 41) 
T1948). |4 In-patients | 62 | 28 | 30 | 4 | 34 of 62 
Howie al. 300, Ambulatory 3 0 3 0 3 of 3 
Jones and 300,000) Mixed 29 16 5 21 of 29 
Shooter 
(1948) 
300,000] In-patients 17 1 {14 | 2 | 16 0f 17 
Sullivan et al. 600,000) me 2 0 z 0 2 of 2 
(1948) 900,000 ” 1 0 0 1 1 of 1 
1,200,000) 1 0 0 1 ofl 
Thomas et al. 300,000 _- 78 — — | — |.33 of 78 
(1948) 


obtained in 50 children following the administration of 
procaine penicillin in arachis oil. Twenty-five were referred 
from the casualty department, and the remainder were cases 
in bed. 
Method 

The preparation of procaine penicillin in arachis oil is 
viscid, and accurate measurement is difficult. Accordingly 
empirical dosage on an age basis was adopted. The dosage 
was: 75,000 units (0.25 ml.) to children under the age of 
18 months, 150,000 units (0.5 ml.) to children between 
18 months and 5 years, and 300,000 units to older children. 
Eight of the youngest age group received 150,000 units. 
The injections were made into the vastus lateralis. The ~ 
penicillin serum levels were estimated by the capillary-tube 
method described by Fleming (1943), using whole blood 
inoculated with Richard’s strain of Streptococcus pyogenes. 
The blood used for assay was collected in Wright’s capsules 
and was taken at varying times. In eight children the levels 
in the first few hours were followed to assess the rapidity of 
absorption. In all cases the serum levels were estimated 
at the end of 24 hours. 

Results 

In the eight cases which were observed during the first 
few hours after injection of procaine penicillin the penicil- 
lin serum levels rose rapidly, to reach a peak between two 
and six hours. Of a further eight cases in which the serum 
level was estimated 12 hours after injection, all had a 
concentration greater than 0.25 u./ml. 

An analysis of the 24-hour penicillin serum levels is pre- 
sented in Table II. In 29 of the 50 patients the 24-hour 


Taste If.—Analysis of the 24-hour Blood Penicillin Level on 50 
Children Following Intramuscular Injection of Procaine Penicillin 


! 

Age | nits o ." r. Levels 
| Penicillin Patients | over 0-03 u./ml. 

18 months—4 years . . 150,000 | 16 9 
5 years—15 years | ,000 | 18 7 
In-patients: 18 months-15 years . 19 | 11 
Out-patients: 18 months-15 years | 15 | 


levels were above 0.03 u./ml. Of the 16 children under 
18 months, six of the eight given 75,000 units and seven of 
the eight given 150,000 units had a 24-hour level over 
0.03 u./ml. Of the children over the age of 18 months, 
16 of 34 had a level above 0.03 u./ml. In this group 11 of 
19 in-patients showed levels over 0.03 u./ml. compared 
with five of 15 out-patients. 
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Thirty-six children received a further injection at 24 hours, 
and 26 of these showed an adequate concentration at 
48 hours. Twenty-three were given a third injection at 48 
hours, and 19 of these gave a level of over 0.03 u./ml. at 
72 hours, The children presenting a low level after a second 
injection were not always those having a low level at 24 
hours. 

No patient showed a general reaction to the injection. 
In one child there was a localized swelling at the site of 
injection which resolved in two days. 


Discussion 


This study was confined to the investigation of. serum 
penicillin levels, and no attempt was made to relate clinical 
change to the concentrations obtained. We have assumed 
that a minimum bacteriostatic serum level of 0.03 u./ml. 
is required. Although this level is that most generally 
aceepted, the minimal penicillin level approved in some 
studiés of procaine penicillin varies from 0.1 u./ml. (Carson 
et al., 1949) to 0.01 u./ml. (Hewitt et al., 1948) ; the direct 
comparison of results is therefore difficult. 

The results that we have obtained are very similar to 
those reported in adults—i.e., that penicillin is present in 
the blood stream in significant amounts in approximately 
half of the cases 24 hours after an injection of procaine 
penicillin in arachis oil (see Table J). 

A difference in 24-hour serum levels between ambulatory 
patients and in-patients was seen in our cases. These groups 
are small, but when considered with the cases described by 
Boger et al. (1948) they yield results which are just signifi- 
cant and indicate a more rapid absorption and excretion in 
ambulant cases. This point is important, as this prepara- 
tion is most likely to be used in ambulant patients. 

The results of Carson et al. (1949) differ a little from ours. 
The dose of penicillin that they gave to their children was 
approximately twice that given in the present series. 
Although they noted no exact correlation between serum 
penicillin titres and the amount of penicillin administered, 
the levels maintained at 24 hours were higher than ours, 
whereas the levels they obtained during the first six hours 
after injection were lower. This discrepancy may be due 
to the use of a penicillin preparation of a different 
particulate size. 

By greatly increasing the dose of procaine penicillin it 
may be possible to attain a reliable 24-hour serum penicillin 
level. Higher doses have not been given in this series, 
because of the bulk of the injection, the possible toxic effects 
of absorbed procaine, and the inhibitory action on sulphon- 
amides of procaine hydrolysed to para-amino benzoic acid 
(Carson et al., 1949). 

We conclude that procaine penicillin, owing to the varia- 
tion of the 24-hour serum penicillin levels seen in this 
series'and those of others, is not suitable for once-daily 
injection. 

Preliminary trials with a procaine penicillin preparation 
containing aluminium stearate indicate that it may main- 
tain more reliable blood levels. 


Summary 


The serum penicillin concentration after the intramuscular 
injection of procaine penicillin in arachis oil has been followed 
in 50 children. 

Procaine penicillin was absorbed rapidly, but the penicillin 
titre in the blood after 24 hours was extremely variable. 


Procaine penicillin in arachis oil is not an ideal preparation 
for the administration of penicillin by once-daily injection in 
children. 


In-patients in this investigation were under the care of Profesgy, § an 
R. S. Illingworth. We would also like to thank Dr. S. Doxiadis, 9 
the Department of Child Health, and Professor E. J. Wayne, of th y 
Department of Pharmacology, University of Sheffield, for the interey 


they have taken in this investigation. me 
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ACUTE PORPHYRIA AND ASSOCIATED 
ELECTROLYTE CHANGES hall 
BY 
Xx 
DEWI DAVIES, M.B., M.R.C.P. no d 
as re 
The porphyrias are attracting increasing interest in Britain a po 
though most of the work on the subject still appears ing bilin 
Scandinavian and American literature. The history of theg Phret 
porphyrias is reviewed by Nesbitt (1944). sae 
acute 
Acute and latent porphyria are different phases of one i, 
disease, a chronic disorder of pyrrole metabolism whichl ow, 


is sometimes familial. The aetiology remains unknom§ ,,, 


Barbiturates, often cited as precipitating factors of the acute y. y, 
phase, seem to have been given following the onset off with 
clinical manifestations in most cases. Symptoms usuall¥§ urine 
appear between the ages of 20 and 45. The chemistry andj and 
reactions of the porphyrins have been reviewed by Dobrineg contr: 
and Rhoads (1940), Prunty (1946), Jérgensen and Witlg ¥eakt 
(1947), and Discombe (1948). _ 
The case of acute porphyria here presented showed 4p, 
of the classical features of the disease. The presence 
testicular atrophy, not previously reported, may be coincy 4.);/; 
dental. Some cases may show only some of these featureyy o¢ tp, 
and urinary discoloration may be inconspicuous, so tha and 2; 
only increasing awareness of the condition and of the tes was v 
described by Discombe will lead to early and more frequelg menta 
diagnosis. t! 
Chronic porphyria and porphyrinuria, distinctly separa Bene 
entities from acute porphyria, are respectively described bg), ; 8 
Mason, Courville, and Ziskind (1933) and by Rimingto in ti 
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Case History 


A man aged 20 was admitted to a Royal Naval hospi 
on Nov. 14, 1947, with abdominal pain of four days’ duratiol 
His father had suffered from bouts of abdominal pain f0 
several years and died at the age of 43 after a “ cold ” appendig 
ectomy. His mother, two brothers, and a stepbrother by 
same mother were well. Their urine showed no porphobili 
ogen or spectroscopic evidence of porphyrins. His alcohd 
consumption was negligible, and there was no evidence thd 
he had taken drugs at any time. 

He had been quite well until June, 1947, when he © 
plained of periumbilical pain, vomiting, and constipation, @ 
two days later (June 11) he’ was admitted to hospital. Mi 
symptoms continued for two weeks. The day after admissid 
his pulse rate rose to 90-100. It remained so for three week 
and then fell to 85-90. The only findings were a mild anaems 
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Profs and He was symptom-free on discharge on 
oxiadis, of July 25. 
'yNe, Of the Apart from the loss of some 10 Ib. (4.5 kg.) in weight he 
the interes remained well until Nov. 11, when he was admitted on the 
fourth day of this illness. He complained of constant aching 
pain in the lower abdomen. He had vomited thrice and had 
F. (194 obstinate constipation. The temperature was 97.4° F. (36.3° C.) 
‘Band pulse 80. He looked thin and ill. The sclerotics had an 
J. Pedia, § unusual brownish tint, not due to bilirubinaemia. There was 
no pigmentation of the skin. He had generalized abdominal 
47). Proc tenderness and considerable borborygmi. The testicles were 
small, measuring about 2 cm. in their long diameter. No other 
New Eng. abnormality was noted. The temperature remained normal 
Pod throughout the illfess. 
eg On the sixth day his pulse was 80. He was restless at night 
Journal,2,§ and was found sleep-walking. The next two days his pulse 
J. Amer 38 80-100 and the blood pressure 140/90. He was very 
a ‘§ miserable, lying curled up and complaining of his pain. All 
hodehame,# tendon-jerks were found to be sluggish. On the ninth day, 
CR after being delirious during the night, he had hallucinations. 
517.” andi Acute porphyria was at this time first considered as a diagnosis 
on the combination of abdominal and nervous symptoms. 
The urine was macroscopically normal, but no chemical tests 
were done. The nightly administration of pentobarbitone 
TATED § “ nembutal”) was stopped. On the 10th and 11th days his 
pulse was 90-120 and the blood pressure 115/85. Delirium and 
hallucinations continued, but pain had subsided. The urine on 
the 11th day had a pinkish tinge. 
Examination with a Hartridge reversion spectroscope showed 
no definite absorption bands (but had a thick layer been used 
as recommended by Chandler, Harrison, and Rimington (1939) 
in Britain§ a positive result might have been obtained). The porpho- 
ppears ing bilinogen test was not done. A psychiatrist diagnosed schizo- 
ory of the phrenia and advised transfer to a psychiatric hospital. This 
was done, but as it was still considered that the diagnosis was 
acute porphyria urine was kept for further examination. In 
es of ui three days this became dark brown in colour, and spectroscopy 
sm_ which showed the absorption bands of acid porphyrin. 
unknown He was brought back to the general ward on the 16th day. 
the ac “§ He was mentally clear, and had noticed weakness of the arms, 
onset Of with difficulty in sitting up, for the previous two days. The 
1s usually urine appeared normal when passed. The pulse was 80-120 
nistry an@j and the blood pressure 120/80. There was only flickering 
Dobrine™ contraction of deltoid and pectoralis major muscles, with slight 
and Witlg Weakness of all the. arm muscles. Biceps-jerks were absent. 
Flexion of the spine was very weak. On the 20th day the 
; § knee- and ankle-jerks were absent and there was some weakness 
wed MO oF the legs. 
ae Between the 22nd and 24th days he was again restless and 
“§ delirious. Impaired pain sensation was found on the inside 
> features of the thighs. His condition was critical between the 24th 
5, SO tha and 28th days, and his pulse rate rose to 140. Thereafter there 
f the tes§was very gradual improvement. By the 36th day he was 
> frequelg mentally alert, there was some increase in power in arms and 
legs, the knee and ankle reflexes were normal, and no sensory 
y separa changes were found. The pulse was still 110-135. By the 
cribed b Bs) ta the pulse was 85-100 and the blood pressure 
0 
Rimming? In the 10th week there was transient nausea and abdominal 
pain and a phase of hypotension ; the blood pressure was 95/70. 
By the 17th week there was still considerable weakness of the 
1 hospit teltoids, and the pulse rate ranged between 85 and 100. During 
> quratiog M¢ 21st week he had another attack of abdominal pain lasting 
pain fd ibout a week. Twenty-six weeks after the onset he was gaining 
appendid veight and his arms were improving in strength. 
ver by thf Porphobilinogen and porphyrins were found in the urine 
yrphobilim troughout the period following diagnosis. Detailed examina- 
is alcoh@lon of the porphyrins was not undertaken. 
dence th Subsequent History—On July 3, 1948, he was admitted to 
lospital under the care of Dr. G. A. Emmerson with a recur- 
. he comm®nce of abdominal pain and severe insomnia. Hypertension 
ation, amid tachycardia were present and low serum sodium and 
tal. Milgtilorides were recorded. His abdominal pain gradually sub- 
admissiogsded, but the pulse rate rose to 110-130. On July 14 he 


nplained of hoarseness. Phonation appeared to be weak, and 


ree 
was weakness of extension of the right wrist. He died 


d anaemia 


suddenly and unexpectedly on the morning of July 16. No 
barbiturates had been administered. 

Post-mortem examination showed pulmonary cedema and 
some bronchopneumonia and a flabby, thin myocardium. The 
testicles were not examined. Dr. F. T. G. Prunty reported on 
some of the tissues sent for examination. The lungs showed 
bronchopneumonia. There was some old and active tubercu- 
losis in a tracheo-bronchial lymph gland. The liver showed 
early central necrosis in some lobules, and the liver cells 
contained brownish pigment granules not yet identified. The 
kidneys contained epithelial debris in some capsular spaces 
and there was capillary congestion. The convoluted tubules 
were the site of cloudy swelling, and in some places atrophy and 
pyknosis of nuclei had occurred. The adrenals were greatly 
hypertrophied, and the cells of the fasciculata in places gave 
evidence of lipoid depletion. 

Investigations—Body weight : 13th day, 104 Ib. (47.2 kg.); 
. 27th day, 91 Ib. (41.3 kg.) ; 40th day, 88 Ib. (39.9 kg.) ;' 75th day, 
89 Ib. (40.4 kg.); 110th day, 92 Ib. (41.7 kg.). Urinary 
creatinine : 5th to 7th weeks, 0.5-1.4 g. per 24 hours. Urinary 
creatine: 42nd day, nil. Wassermann reaction negative. 
Fourth week : Serum bilirubin less than 0.5 mg. per 100 ml. ; 
cephalin flocculation and Takata—Ara reaction negative ; 
alkaline phosphatase, 3.8 King-Armstrong units. Quick’s 
intravenous hippuric acid test : (30th day) excretion, 0.78 g. 
hippuric acid (as sodium benzoate); (107th day) excretion, 
0.97 g. hippuric acid. Serum proteins (42nd day), 7.6 g.— 
albumin 5.3 g., globulin 2.3:g. Glucose-tolerance test (35th 
day): fasting, 74 mg:; + hour, 110 mg.; 1 hour, 158 mg. ; 
14 hours, 146 mg.; 2 hours, 128 mg. per 100 ml. White blood 
count, 7,900-14,000 per c.mm. Red blood cells :—9th day : 
red cells, 4,790,000: Hb,.12.6g. 17th day: red cells, 4.670,000 : 
Hb, 12.7 g.; P.C.V., 46/100; M.C.V., 98.5 cu; M.C.D., 7.4 p. 
42nd day : red cells, 5,130,000; Hb, 14 g.; P.C.V., 50/100. 
79th day : red cells, 4,600,000; Hb, 12.6 g.; P.C.V., 46/100; 
M.C.V., 100 cu. Electrocardiograms showed left axis deviation 
and very low T waves in leads I and CR4. 


Electrolyte and Renal Function Changes in Acute 
Porphyria 

The occurrence in acute porphyria of low serum sodium 
and chloride was described by Abrahams, Gavey, and 
Maclagan (1947) and Linder (1947). They also noted that 
despite low serum levels the urine still contained consider- 
able quantities of chlorides. Both suggested that there was 
adrenal insufficiency. 

In the present case low serum sodium and chloride levels 
were confirmed. The patient was placed on a special diet 
with a varied chloride intake. Desoxycortone acetate and 
adrenal cortical extract were given in addition for two 
periods. During the investigation there was no vomiting, 
diarrhoea, or excessive sweating. The urinary excretion 
of chloride was estimated daily and the serum levels were 
estimated at intervals (see Table). Sodium balance might 
have been of greater value, but chloride estimations taxed 
laboratory facilities considerably less. 

It was found that the chloride output was directly pro- 
portional to the intake, and that cortical extract and des- 
oxycortone acetate had no effect on this. During the first 
period of administration the patient’s condition was deteri- 
orating, and during the second period spontaneous improve- 
ment had already started. During both periods there was a 
rise in serum sodium, but this seemed to be part of a 
gradual rise that took place throughout the period of 
observation rather than an effect of drug administration. 
Chloride levels showed considerably less change through- 
out. Potassium had fallen before the administration of 
desoxycortone acetate, and the initial high level may have 
been produced by increased tissue breakdown, as there was 
a pronounced loss in weight at this time. Dehydration was 
not obvious clinically, and red-cell estimations suggested 
its presence about the 42nd day only. The alkali reserve 
was normal throughout. These findings indicate . that 
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Fable showing Chloride Estimations and Serum Levels 
Day 17 | 18 | 19 inis | 26 | 27 , 28 | 39 | 47 | 53} 57 | 71 | 79 | im 
Fluid “50 |2-35| 2-55| 2-27| 1-48| 310| 230| 310| 245| 1-:94| 1-94 | 
Urine vol. (ites) | 113 | | 302| 182] 218) | 210 
Chloride intake NaCl) | 2-75 | 4-10 | 4-75 | 14-5 | 16-0 | 11-3 | 20-5 | t40 | 18-0 | 165 | 12-4 | 12-3 10+ 
4-75| 65 |105 |124 | ? |193 |178 |156 | 2 |20-6 | 
age 44 265 | 280 | 282 | 280 | 320 | 330 
33 21-4 | 21-6 20-0 | is2 
49s | 500 | 490 | 495. | 495 | 520 | Soe. | ay 
Clas NaCl 495 505 495 
= 65| 72| 74 65:5 | 67 an 
HCO, as vol. COs 69 72 69 73 74, 34s 
50 | 52 43 43 | 46) 26 28| 68 | 32 | 
135 | 135 | 125 | 120| 110| 100| 95 | 110| 90 | 105 | 19 
| ‘90 | 98. | 100 10s 130 110 | 120 | 115 | 105; 100} 85 | 80 95 | 
0 
125 | 115 | 120 | 120| 120 | 125] 115 | 105| 110 | 110 
| tio tio 33 | | | | 8s | 80} 90} 80 | 70) 80 , 80 studi 
|__| Sixty 
3 27 f b ion daily. 48th to 53rd days: 10 mg. of desoxycortone acetate plus 5 ml. rhage 
adrenal deficiency played no part in the production of the improvement or in the pulse and blood pressure. It was in th 
electrolyte picture. This is in harmony with the post- mot practicable to assess the quantitative excretion of It 
mortem findings, which suggested adrenal overactivity rather porphyrins, but the depth of colour produced in the he 
than underactivity. porphobilinogen test, though of little value in assessing fatal 
Broch (1945), in a varied collection of conditions, found Uantitative excretion, showed no appreciable variation, “0 
similar electrolyte changes without any appreciable response Between the 64th and 71st days the meee — previaesy prese 
to salt therapy. He could find no harmful effect attributable Steady, rose from 280 to 320 mg., and this leve “Teanat Glas: 
to the electrolyte changes in themselves, and warned of the ‘ained. There was a temporary rise - urea (see Table). class! 
danger of giving intravenous saline, in the absence of dehy- Thus the only evidence of a beneficial effect from panto- 
dration, in an attempt to correct the electrolyte levels. thenic acid was given by the serum sodium level. Whether 
Oliguria and a moderately raised blood urea are very this was therapeutic or coincidental can be assessed only 
often found in acute porphyria and are usually attributed by its trial earlier in a crisis. That a deficiency of the Fo 
to circulatory disturbance. Albuminuria occurs in the vitamin is a factor in precipitating a crisis seems unlikely.§ as “t 
minority and is usually slight. It was absent throughout The conclusions arrived at are: (1) that the changes inf and < 
in the present case. Water balance and serum-urea levels serum electrolyte levels in acute porphyria are not depen-§ stage 
are shown in the Table. dent on adrenal cortical deficiency but are probably due toff of th 
The urea clearance test on the 58th day showed 60% renal damage ; (2) that pantothenic acid, reported as bene- — 
of average normal function in the first hour and 62.5% in ficial in chemically induced porphyrinuria, is of doubtful a 
the second hour, on the 78th day 64% and 56%, and on value in acute porphyria, though further trial is advisable. when 
the 107th day 58% and 51%. Thus in this case there was_ [I realize that conclusions drawn from the investigation of hen 
evidence of relatively persistent renal disorder. The find- a single case may require modification with further the 
ings suggest that attention-should be directed to the kidneys experience. ‘ 
for the explanation of the alteration in serum electrolytes. Summary hoe 
That the kidneys vee nsible is perhaps further sup- A classical case of acute porphyria is presented. The previousff ting (1 
ported by the findings in a recently observed case, not finding of low serum sodium and chloride is confirmed, andl had n 
yet fully investigated, in which only minor changes in serum _ jt is shown that these are not due to adrenal deficiency but fal. 


electrolytes were found and renal function appeared to 
be normal. 


Pantothenic Acid Deficiency and Porphyria 


Liver and vitamin B have been recommended for acute 
porphyria, but little improvement attributable to their 
administration has been recorded. 

Pantothenic-acid deficiency in animals results in failure 
to grow, porphyrin deposits on whiskers, gastro-intestinal 
symptoms, tachycardia, prostration, neurological changes, 
and coma, associated with low blood chloride and raised 
urea. Post mortem there is myelin degeneration of the 
nervous system, degeneration of the liver, adrenal cortical 
exhaustion, and renal tubular degeneration (Deane and 
McKibbin, 1946). No defect in sodium conservation is 
revealed (McQueeney, Ashburn, Daft, and Faulkner, 1947). 
Ih this state there is at least superficial resemblance to acute 
porphyria. Further, it was shown that pantothenic acid 
will reduce or abolish porphyrin excretion produced by 
drugs (Hoesch, 1947). Its effect in acute porphyria was not 
studied. 


In the present case 500 mg. of pantothenic acid was given 
by intramuscular injection between the 57th and 70th days. 
There was no appreciable change in the rate of clinical 


are probably dependent on renal ¢c>mage. a 

The relationship between pantothenic acid and porphyria | 
discussed and observations during pantothenic acid therapy ar 
described. 


I am indebted to the Medica! Director-General of the Navy and t 
Surgeon Captain J. G. Holmes, Royal Navy, for permission | 
publish this case, and to Surgeon Commander H. J. Bennett, Dr: 
G. A. Emmerson, and Dr. F. T. G. Prunty for use of their findings, 
I wish to thank Dr. Philip Hamill and Dr. A. J. Shillitoe for advice 
and criticism in the preparation of this paper, and, above all, 
Sick-Berth Petty Officer J. G. Scott for his valuable laboratory work. 
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100 Though the complications during the third stage of labour 
3 4” Bond immediately after it are really the province of the 
3-65 obstetrician, it may perhaps be of interest to consider them 
is from the somewhat different point of view of the patho- 
= 1% F iogist. The following observations are based on a series 
——_ f of 98 patients with such complications who died and were 
"30 studied at necropsy at Glasgow Royal Maternity Hospital. 

Sixty-six of these patients died as a direct result of haemor- 


. rhage and shock, nearly always within 12 hours after the 
delivery of the baby. The other 32 had similar haemor- 
rhage and shock but recovered temporarily ; they died later 
lt was in the puerperium from other causes. 
eo Ms It will of course be clear that the relative frequency of 
ae ne complications of the third stage in the present series of 
varie fatal cases is probably not the same as that in patients 
reviously @ Who do not die. It should also be remarked that the 
mn ak present data cannot be compared directly with those of 
; Glass and Rosenthal (1948), as the cases have been 


saree classified on quite different lines. 

panto- 

Whether 

ond a Retained Placenta 


y of the For the present analysis the placenta has been considered 
unlikely. § as “ retained ” if there was delay or difficulty in its delivery, 
and also if severe haemorrhage occurred early in the third 
stage and necessitated emergency measures for the removal 
of the placenta. The cases have been divided into five 
groups according to the main factors causing the retention. 
These factors were determined from the necropsy findings 
when all or part of the placenta remained in the uterus 
at the time of death, and from the obstetrician’s description 
of the details of removal when the placenta had been 
removed during life. 

Constriction Ring (2 Cases).—In this type the placenta 
separates completely but is held in the uterus by a constriction 
ting (Fig. 1). This is only a rare cause of death. Both patients 
had manual removal, but died a few hours later. 


Atonic Non-detachment (45 Cases).—This failure of separa- 
tion of a normally attached 


placenta is a common 
1 cause of death. If the 
placenta is still in the 

uterus ai necropsy the 

issi uterus does not appear 
ath well retracted; the upper 

three-quarters of the 
a placenta is attached as it 
sry work, had been during the preg- 
nancy, but its lower por- 

tion (about one-quarter) is 


usually separated. The 
British 1.—Constriction ring. placenta is not pathologic- 


ally adherent anywhere, 

. British and can be peeled off quite 
‘ easily from the opened 

, 38, 385. uterus (Fig. 2). When the 
, 416. placenta has been removed 
before death the uterus 

appears quite normal at 

kner, R. necropsy and is well re- 
tracted; it does not con- 
cine, 1, tain ~ placental remains, 


mo. 2 Attached non-adherent though if the patient has 
placenta. lived for a few hours after 


anges in 


the removal there is the usual small mass of clot attached to 
the placental site. 

The haemorrhage that occurs in many of these cases is well 
accounted for by the separation of the lower edge of the 
placenta. The failure of separation of the whole placenta 
appears to be due to uterine atony during the third stage. 
The present series of cases give no clear information why this 
atony occurred. Throughout the second stage the uterus had 
functioned excellently ; the labours were nearly always normal, 
though a few were unduly short, and only two of the patients 
had an anaesthetic for the delivery. During the third stage 
there is clear evidence of atony, and it might reasonably be 
expected that this atony would continue subsequently. How- 
ever, as soon as the placenta is delivered the uterus appears 
to act normally: none of the patients in the present series 
had haemorrhage after the placenta was removed. 

A study of the general data shows that a rather high propor- 
tion of the patients were advanced multiparae and that two 
of them had had a retained placenta at the last delivery: the 
evidence from the present series is insufficient to allow of valid 
conclusions on the significance of these factors. 

Partial Adhesion (18 ‘Cases)—This group of cases is 
characterized by an abnormality of attachment of the placenta 
at one part of the uterus, usually in its upper half. The 
placenta bulges out into a bay in the uterine wall so that the 
myometrium is thin, sometimes only 2-3 mm. The placenta 
can be removed from this site at necropsy only by tearing 
through the attachment, leaving small tags behind. The under- 
lying myometrium is quite tough; in the present series the 
wall was never perforated in the course of manual removal 
duting life or in tearing off the placenta at necropsy. Occasion- 
ally the whole placenta is found in the uterus at necropsy, but 
the commoner condition is that most of the placenta has been 
removed, leaving a mass adhering in its bay in the uterine wall 
(Fig. 3). If the placenta has been completely removed during 
life the only remaining evidence is the area of very thin 
uterine wall. 

Complete Adhesion (6 Cases).—This is the condition known 
as placenta accreta. The adhesion is similar to that in the 
previous group, but is almost universal instead of being limited 
to only one or two areas. The uterine wall is scalloped out 
into a series of bays, each of which may be very extensive 
(Fig. 4). The adhesion is 
sometimes so complete 
that no separation occurs 


at all and there is thus no 

haemorrhage. Usually the 

patient dies with the 

placenta in the uterus, or : 
she has a_ hysterectomy. 

However, in two of the 

present cases the condition . 
happened to be met with 

inthe course of a caesarean 

section, and the operator 

removed the placenta by 


blunt dissection. 
The last two groups, 
the partial and the com- 
plete adhesions, appear 
pathologically to be 
merely different degrees Fic. 4 adherent 
of the same process. This placenta. 
seems to originate early 


in pregnancy, as it occurs 
in some abortions. It 
was associated with pla- 
centa praevia in eight of 
the present cases: the 
adhesion in these was 
commonly in both the 
upper and the lower seg- 
ments. Previous re- 


tained placenta and 
previous puerperal Fic. 4.—Accrete placenta. 
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infections do not appear to be important factors, as 
adhesion occurs in primiparae with the same relative fre- 
quency as in multiparae. The condition has no obvious 
effect on uterine function: many of the labours were short, 
and the average duration of the first and second stages 
together was 15 hours. 

Intraperitoneal Rupture (2 Cases).—Thése were ruptures of 
the uterus with escape of the placenta into the peritoneal 
cavity so that it could not be delivered. 


Factors Leading to Death from Retained Placenta 


Most of the patients die within eight hours after the 
birth of the baby ; the particular manner of death appears 
to be a combination of shock and haemorrhage in varying 
proportions. There are three factors to be considered in 
this connexion: blood loss, traumatic shock due to the 
manner of removing the placenta, and the length of the 
third stage of labour. 

Blood Loss 

Some patients have brisk haemorrhage; others have a 
gradual but continued blood loss which may be much 
greater than is appreciated. These patients may die from 
haemorrhage unless treated early by adequate blood trans- 
fusion. But many patients have relatively little blood loss, 
and death in these cases seems to be due essentially to 
shock. 

Trauma of Interference 

Every obstetrician has seen patients who collapsed 
shortly after forcible expression of the placenta or after 
manual removal. This has led to the widespread con- 
demnation of both these procedures: it is usually main- 
tained that manipulations such as these are of their very 
nature almost bound to lead to shock. On the other hand, 
the trauma involved cannot be compared with that which 
occurs in the ordinary process of delivery of the baby, and 
this does not cause shock. The present series of cases 
happens to give some information on the problem of 
whether these methods of removing the placenta are in 
themselves productive of serious shock. 

In the hospital where these necropsies were performed 
there were three obstetric units, each of about the same 
size and with the same intake of patients, so that their 
results may fairly be compared. The chief obstetrician of 
one of these units held very strong views on “ mismanage- 
ment of the third stage.” His guiding principle was to 
leave the placenta to separate naturally even if this took 

.4 long time. He made strict rules in his unit that there 
should be no interference with the uterus. Control of the 
fundus was allowed, sufficient to prevent bleeding, and 
gentle expression was permitted when the placenta was 
obviously lying free in the lower segment or vagina. Apart 
from this, there was a clearly stated policy against expres- 
sion, Credé’s manceuvre, or manual removal. On the other 
hand, in the other two units the staff was allowed consider- 
able freedom in attempts to get the placenta away. 
Expression of various types was attempted, probably in 
many cases with ascending grades of force, and, if this was 
unsuccessful, manual removal was performed. (Intravenous 
ergometrine had not become a recognized treatment at the 
time these cases occurred.) The Table shows the number 
of deaths in the three units. 


Results of Treatment of Retained Placenta 


¢ Interference | Interference | Non-interference 
| Unit! Unit Unit 
Deaths within 12 hours: | 
mta delivered .. 9 9 5 
Placenta in utero 4 | 2 i 
Deaths afte« 12 hours: 
delivered 6 | 12 
Placenta in utero oe se | 0 | 0 4 


The 16 early deaths in the unit where non-interference 
was the rule are not significantly different from the 13 ang 
11 early deaths in the other two units (which are termed, 
purely for contrast, “interference units”). The only 
obvious effect of the policy of non-interference was a tep. 
dency for the patients in that unit to die with the placent, 
still in utero. So far as these figures go, they suggest that 
though forcible expression and manual removal may not 
be ideal procedures, their omission in cases of retained 
placenta is at any rate just as harmful to the patient 4; 
their performance. It does not appear that progress in the 
treatment of retained placenta will be achieved along this 
particular line of non-interference. : 


Duration of Third Stage 

The most striking point in the present series of necropsies 
is that, with certain special exceptions which are discussed 
below, the third stage of labour had been allowed to cop. 
tinue for three hours or more. This is shown in Fig. 5, 
which deals 
only with 
the patients 
who died of 
haemorrhage 
or shock. The 
clear parts of 
the columns 
indicate the 
time of re- 
moval of the 
placenta ; the 
patients lived, 


IMMED. 3 6 9 12 
on the aver- TIME OF REMOVAL OF PLACENTA 


DEATHS WITHIN 6 HOURS 
AFTER REMOVAL OF PLACENTA 


age, about HOURS AFTER DELIVERY 
two hours Fic. 5.—Duration of third stage of labour. 
longer. The Clear parts, of column = fine of 

placenta; black parts = patients who died wit 
black parts of placenta still in utero. 


the columns 
represent patients who died with the placenta still in utero. 

The six deaths following immediate removal of the 
placenta form a special group—three cases of caesarean 
section in which the placenta was found to be grossly 
adherent, and three cases of enormous haemorrhage which 
necessitated immediate manual removal but which was 
followed by rapid death, purely from blood loss. There 
were no deaths of patients who had the placenta removed 
between a half and two hours after the delivery of the 
baby. Most of the deaths occurred in cases in which the 
placenta had been left in utero for three to seven hours. 
The particular kind of treatment, whether removal of the 
placenta or leaving it in the uterus, did not seem to bea 
significant factor at this stage. 

A great variety of interpretations can be placed on the 
significance of this prolonged third stage, but they are all 
speculative. The important question is whether the mor- 
tality would be reduced if the third stage was always com- 
pleted in less than one hour—by oxytocic drugs or by 
expression or by manual removal. Unfortunately this 
question cannot be answered, as there does not seem to 
be an adequately controlled investigation of the matter. 


Post-partum Haemorrhage 

In the series there were 25 cases of severe haemorrhage 
following delivery of the placenta: 16 of these patients 
died within seven hours after delivery; the other nine 
recovered temporarily but died later in the puerperium. 
These fall into two groups. 

Rupture of Uterus (6 Cases).—In these patients the cause of 
the bleeding was found at necropsy to be rupture of the uterus 
or significant cervical tears; the amount of the haemorrhage 
varied 
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Atonic Post-partum Haemorrhage (19 Cases).—In these case; 
there was atony of the uterus and gross haemorrhage after the 
delivery of the placenta. At necropsy the uterus was large 
and poorly retracted. In every case of this group the placenta 
had been delivered easily, always within an hour and usually 
within a few minutes. However, the confinement had often 
been complicated: accidental haemorrhage in four cases, 
dystocia and forceps delivery under general anaesthesia in 
seven, and section under general anaesthesia in one. There 
were also two interesting cases in which a sudden severe 
haemorrhage about two hours after a normal third stage was 
the first warning of a post-partum eclampsia. 

It is just as difficult to find a really adequate explanation 
for atonic post-partum haemorrhage as it is for atonic 
non-detachment of the placenta. It would in theory be 
quite reasonable for the uterus to be so “worn out” by 
a difficult second stage that it could not retract adequately 
either in the third stage or subsequently. In fact this type 
of atony is not common. Instead there are two different 
conditions : (1) The attached non-adherent placenta: the 
uterus has functioned well and easily in the first and 
second stages of labour, is atonic in the third stage of 
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labour, but retracts excellently as soon as the placenta 
is out. (2) Post-partum haemorrhage: the uterus has often 
had difficulty in the first and second stages of labour, 
retracts excellently in the third stage and expels the 
placenta easily, but becomes atonic after the placenta is 
out. The present study does not help in the elucidation of 


this paradox. 
REFERENCE 
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TYPHOID TREATED WITH 
CHLOROMYCETIN 


BY 
F. MURGATROYD, M.D., F.R.C.P., D.T.M. 


Physician, Hospital for Tropical Diseases (University College 
Hospital); Deputy Director, Department of Clinical 
Tropical Medicine, London School of Hygiene and 
Tropical Medicine 


In view of the present outbreak of typhoid fever at 
Crowthorne (Journal, May 7, p. 827) it is of topical interest 
to submit a preliminary and admittedly incomplete and 
imperfect record of treatment with chloromycetin of 
another case of typhoid fever recently seen in the Hospital 
for Tropical Diseases. 

Case Report 

This patient, a European aged 55, arrived by air at 
Southampton on April 5, 1949, three days after leaving 
Pakistan, where he had been on a short business trip. On his 
homeward flight and for the next ten days he did not feel fit, 
but was not ill enough to consult a doctor. On April 15 he 
had some shivering, sweating, and generalized aching, but con- 
tinued his normal activities until April 20, on which day he 
himself drove 200 miles by car, finally calling at the Hospital 
for Tropical Diseases, where he complained of feeling feverish. 
Examination then revealed: temperature 103° F. (39.4° C,), 
but no focal signs of infection ; haemoglobin 90% (Haldane), 
erythrocytes 4,430,000 per c.mm., leucocytes 5,300 per c.mm. 
(neutrophils 66%, lymphocytes 31%, monocytes 3%); no 
malaria parasites; slight albuminuria. He was admitted to 
hospital. 

From April 21 to 26 he had a remittent fever (101-103° F. 
=38.3-39.4° C.); he developed severe toxaemia, delirium, 
some cyanosis, a distended abdomen, and two crops of rose- 
coloured spots on his trunk. Relevant laboratory findings 
were as follows:—April 21: Blood agglutinin titre, T O nega- 
tive, T H 1 in 250 (he had not been inoculated). April 22: 
Blood culture, Salmonella typhi; faeces negative. April 25: 
Blood agglutinin titre, T O 1 in 250, T H 1 in 1,000, T Vi 1 in 
10. (The Vi agglutination was kindly done by Dr. Felix, who 


at the same time found somewhat higher titres for T O and 
T H than those quoted ; the lower figures are given, however, 
as they form part of the comparative series obtained at 50° C., 
whereas Dr. Felix did not heat the serum beyond 37° C.) 
From April 26 to May 2 the patient was given chloromycetin 
(chloramphenicol, Parke Davis) orally. The initial dose 
was 4 g., and this was followed by 0.25 g. two-hourly, a total 
of 22.75 g. being given. During the first 24 hours of treat- 
ment his temperature fell to normal; thereafter it rose again 
and then subsided steadily during the next three days (see 


Chart). In the first 24 hours the patient’s general condition 
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became markedly worse, and then gradually improved. Twenty- 
five days after the onset of the disease we now have another 
negative culture of faeces. On the evening of the twenty-fifth 
day the temperature was 97.6° F. (36.4° C.) and on the morning 
of the twenty-sixth day it was 98° F. (36.7° C.). 
Discussion 
In view of his history of indefinite but possibly pro- 
dromal symptoms during the fortnight preceding April 15 
it is impossible to be sure of the exact duration of the 
illness before treatment, and it might be argued theoretic- 
ally that the fever terminated naturally. It seems reason- 
able, however, to suggest that the first definite febrile 
manifestation was on April 15, when he had shivering, 
sweating, generalized aching, and malaise, and conse- 
quently that the illness was of about five or six days’ dura- 
tion when he was admitted to hospital. Such a duration 
is compatible with his initially mild toxaemia, the very 
slight anaemia, the white cell count, the impalpable spleen, 
the positive blood culture, the negative faecal culture, and 
the low agglutination titre found on admission to hospital ; 
and with the appearance of the rash, the rapid development 
of severe toxaemia, and the rise in agglutination titre soon 
NO after admission. Alternatively, if the 
. illness was of longer duration, then it 
certainly became exacerbated about 
the time of admission to hospital. In 
either event it seems unlikely that the 
patient would have improved without 


buon 


d treatment as rapidly as he did after he 

H.NH.COCHCI, was given chloromycetin: certainly 

4..0H his clinical condition just before treat- 
2- 


ment gave rise to considerable anxiety. 
Finally, the improvement with chloromycetin was what 
was anticipated from previous observations on typhoid 
fever treated with the drug (Woodward et al., 1948): 
Chloromycetin originally isolated from cultures of 
Streptomyces venezuelae has now been synthesized 
(Bhrlich et al., 1947, 1948; B.M.J., 1949). It is 1—W-1 
p-nitrophenyl —2- dichloroacetamidopropane — 1 : 3—diol, a 
white crystalline substance with bitter taste. It has con- 
siderable antibiotic activity against 4 wide variety of patho- 
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genic organisms (Smadel and Jackson, 1947, 1948 ; Payne, 
Knaudt, and Palacios, 1948; Payne, Sharp, and Knaudt, 
1948 ; Smadel, Woodward, et al., 1948; Smadel, Leon, 
et al., 1948 ; Pincoffs et al., 1948), including the viruses of 
lymphogranuloma inguinale, psittacosis, and primary 
atypical pneumonia, the ricketisias, the enteric, Brucella, 
and relapsing-fever organisms, as well as a large number 
of others. 

It is therapeutically effective after being given orally, 
but as it rapidly disappears from the blood frequent doses 
or high intermittent doses seem required; therapeutic 
dosage appears free from toxic or undesirable side-effects 
on man (Ley et al., 1948). 

As in the present case, positive stool cultures may 
occasionally be found in typhoid after a course of chloro- 
mycetin, and sometimes relapses with positive blood cul- 
tures may occur. Such relapses seem to respond readily 
to further courses of the drug, and no evidence that the 
organism becomes resistant has yet been reported. 
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Medical Memoranda 


A Clinical Note on a Vasovagal Attack 
of Gowers 

Sir William Gowers (1907) described prolonged seizures the 
symptoms of which consisted “chiefly in disturbance of some 
of the functions of the hypogastric nerve,” usually accom- 
panied by more or less vasomotor upset. Of sudden onset, 
the symptoms, at first slight, gathered strength rapidly and 
then slowly receded, an attack seldom lasting less than half 
an hour in all. To these episodes Gowers gave the name 
“vagal” (or, when the vasomotor disturbance was much in 
evidence, “ vasovagal”) attacks. He added that the word 
“vagal” was used “only as a convenient descriptive term, 
bringing together symptoms which cannot be easily included 
in a useful designation.” He believed that these attacks were 
to be regarded as a protracted form of minor epilepsy, “ drawn 
out, lengthened, as it were, and thereby made less intense, 
though not less distressing,” by the absence of any tendency 
to termination by loss of consciousness. 

Although vasovagal attacks of Gowers’s type have an estab- 
lished place in neurological literature they are relatively un- 
common, and for this reason may at times be perplexing to 
those unfamiliar with the clinical picture. The following case 
report may therefore be of some interest, since it illustrates 
both the nature of the symptoms and their characteristic pattern. 


> » Case History 

Shortly after sitting down to dinner one evening early in March, 
1947, a healthy man aged 30 became aware of a vague sense of 
uncertainty and apprehension, which was at first not severe enough 
to prevent him taking his soup. It became more pronounced, and a 
feeling of swimminess was added. Thinking he was going to faint, 
he left the table and lay down on a sofa. Despite this the attack 
continued to grow in intensity, with mounting mental and physical 
distress. There was profuse sweating and audible intestinal gurgling, 


and he felt as though his bowels might be moved even against his 
will. He observed that his pulse rate had fallen to about 30 a minyp 
(roughly half its normal resting value), the pulse being weak, an 
there was extreme pallor and coldness of face and hands. At th 
height of the attack, which occurred a quarter of an hour after jt 
onset, angor animi was a marked feature. At this time the raqigl 
pulse was very slow and almost impalpable, and there was profoung 
disinclination to make any movement. A curious hoarseness ang 
weakness in phonation was also experienced, as though, it 

he was unable to expire forcibly enough to set the vocal! cords in ful 
vibration. Parenthetically it may be remarked that no respiratory 
distress or, apparently, any definite alteration of respiratory rhythp 
was noticed by the patient at any time in his attack. A slow waning 
of the attack followed, the terminal stage of its decrescence being 
accompanied by a subjective feeling of intense cold, with unrestraip. 
able chattering of the teeth and violent shivering, lasting fully ten 
minutes. The total duration of the attack was between half and 
three-quarters of an hour. 

COMMENT 


Unfortunately the patient was not seen during the attack, 
However, his full and careful account unquestionably estab- 
lished its identity with those described by Gowers: indeed, the 
similarity to Gowers’s second case is strikingly close. Full 
physical examination the following day revealed no abnormal 
cardiovascular or neurological signs, and the blood pressure 
was normal (125/80). An electrocardiogram taken two days 
later showed a heart rate of 70, with sinus arrhythmia but 
otherwise normal. The patient experienced infrequent extra- 
systoles for about a fortnight afterwards, and then these 
disappeared. 

It should be added that there was no personal history of 
similar attacks in the past, though ten years before, as a medical 
student on a ward round, he had once nearly fainted. The 
family history was essentially negative. 

It is perhaps significant that the patient had returned from 
the Tropics only eight weeks before, to meet with the unusually 
severe cold of the 1946-7 winter. Further, he had had three 
bouts of coryza in quick succession, the last less thari a week 
before the attack. So far as is known there have been no 
recurrences. 

MICHAEL JEFFERSON, B.M., M.R.C.P. 
REFERENCE 
Gowers, W. R. (1907). The Borderland of Epilepsy. Churchill, London. 


Death following Injection of Neostigmine 


Neostigmine (“prostigmin’’) is known to slow the pulse 
markedly even in the fit patient, and in view of the wide- 
spread use of this drug in present-day anaesthetics its effect 
on a gravely ill patient, as exemplified in the following case, 
must be seriously considered. 


Case REPORT 


A well-built but gravely ill man, aged 38, was admitted with a 
history of abdominal pain for three or four days. His abdomen 
was distended, and there was bronchial breathing, with rales at 
both lung bases. His pulse was 140 and respirations 50 per minute. 
A careful and experienced house anaesthetist induced anaesthesia 
with thiopentone 0.35 gr. (23 mg.), and continued with cyclopropane. 
Despite the patient’s poor general condition, tubocurarine, 15, 10, 
and 5 mg., had to be given to obtain satisfactory relaxation through- 
out an operation which lasted 75 minutes. Four pints (2.27 litres) of 
purulent fluid was evacuated through an upper abdominal incision. 
The stomach was found to be normal, but a perforated gangrenous 
appendix was revealed, making a second incision necessary. Afier 
the peritoneum was sewn up the general condition was no worse than 
at the beginning of the operation and certainly not immediately alarm- 
ing. The pulse rate was 100, but because of the curare the tidal 
exchange was not adequate and respiration had to be “ assisted.” At 
this stage 2.5 mg. of neostigmine, toge.her with 1/100 gr. (0.65 mg.) of 
atropine, was injected through the tubing of the intravenous drip. 
After one or two minutes, instead of the expected respiratory 
response, slight cyanosis was noticed, and the pulse, which before 
the injection was reasonably good, was no longer perceptible. 
Adrenaline 0.5 ml., injected into the tubing, and cardiac massage 
were ineffective. 

Post-mortem examination revealed collapse of the lower lobes of 
both lungs, dilatation of the right side of the heart, and generali 
peritonitis of a very severe degree. It is improbable that the man 
would have survived. the operation long in any case, but it is not 
possible to dissociate the unexpectedly sudden death with the 
intravenous injection given two minutes before. 


R. R. Macintosn, D.M., D.A. 
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Reviews . 


MYOTONIA 


Myotonia. Thomsen’s Disease (Myotonia Congenita), Paramyo- 

tonia, and Dystrophia Myotonica. A Clinical and Heredo- 

biologic Investigation. By Eivind Thomasen. Translated from 

the Dutch by Finn Brink Carlsen. (Pp. 251; 17 figures. £1.) 

eee: Universiteisforlaget i Aarhus. London: H. K. Lewis 

and Co. 
Myotonia is defined as a peculiar functional disturbance of 
striated musculature characterized by an abnormal protracted 
muscle contraction. It is accompanied by a typical electrical 
phenomenon whereby muscular contraction continues for 
several seconds and then subsides gradually. Myotonia is a 
characteristic manifestation of the hereditary disorders 
myotonia congenita (Thomsen’s disease), paramyotonia (Eulen- 
burg’s disease), and dystrophia myotonica (myotonia atrophica). 
These disorders, though admittedly rare, are among the most 
interesting of neurological affections. Dr. Thomasen’s mono- 
graph is a valuable contribution to the literature of this subject, 
for it affords the English-speaking reader a detailed account 
of the clinical manifestations. The author was fortunate in 
the richness of his personal experience of these affections. 
Thus, his cases of dystrophia myotonica are drawn from 21 
Danish families with 874 living members, among whom there 
were 101 assured cases of the disease. In the case of Thomsen’s 
disease the author surveyed five families, comprising 465 living 
members, of whom 29 were afflicted with the disorder. Dr. 
Thomasen also draws attention to the syndromes described 
by Hoffmann and by Debré and Semelaigne in which muscle 
hypertrophy and myotonoid features are associated with 
myxoedema. The author is particularly interesting when dis- 
cussing Maas and Paterson’s views on the identity of Thomsen’s 
disease and dystrophia myotonica. He discusses the arguments 
in some detail, but comes to the conclusion that the two 
disorders are distinct affections. 

MACDONALD CRITCHLEY. 


PRACTICAL OBSTETRICS 


A Manual of Practical Obstetrics. By O’Donel Browne, M.D., 

M.A.O., M.A., Litt.D., F.R.C.P.I., F.R.C.O.G. 2nd _ edition. 

a r, . 267; illustrated. 35s.) Bristol: John Wright and 
ns, Ltd, 


In this book Professor O’Donel Browne has set himself an 
extremely difficult task in attempting to cover the management 
and treatment of all obstetrical conditions, normal and 
abnormal, within the limit of 250 pages. Even when theoretical 
considerations are omitted as far as possible, the field is large 
and much of it must of necessity receive a thin and unsatis- 
factory covering. In a work of this size it is perhaps a better 
policy to deal adequately with a few common obstetrical 
problems. This book has, of course, many good features, and 
among these may be mentioned the clear and’ well-illustrated 
accounts of the technical details of obstetric manceuvres. In 
Many respects, however, it invites adverse comment, despite 
criticism being forestalled to some extent by the author's 
pointing out that the book presents unqualified personal 
opinions and that it should be read in conjunction with the 
more standard textbooks rather than in place of them if the 
reader is to obtain a proper perspective. 

Twelve years have elapsed since the first edition was pub- 
lished, and this period has seen great changes in outlook and 
practice in midwifery. To bring the book thoroughly up to date 
would therefore have necessitated rewriting it almost com- 
pletely. As it is, it gives the impression that the revision has 
been patchy, and the effect is a rather curious mixture of 
ancient and modern. To take two examples only: penicillin 
is used for puerperal sepsis but not for acute mastitis; the 
modern classification of pelvic shapes is included, but the treat- 
ment of thrombophlebitis is the same as practised twenty years 
ago, and there is no mention of anticoagulant drugs. 
absence of any attempt to indicate the relative importance of 
different conditions is also noticeable. 

It may be that the author has often deliberately described 
treatment which is not ideal, having in mind those of his 
readers who will be called to practise under circumstances far 


from perfect in some of the remoter parts of Eire. Indeed, 


* the book is primarily intended for Professor O’Donel Browne’s 


own students and to supplement his personal instruction to 
them. It may serve this purpose well, but the general reader 
will find it less helpful. 

T. N. A. JEFFCOATE. 


ECLAMPSIA 


Eclampsie et Eclampsisme. By Henri Vignes. 
francs.) Paris: Masson et Cie. 1948. 
By this new publication Henri Vignes has increased his already 
great reputation. He has compressed into some 200 pages most 
of what has been written or recorded about eclampsia. Indeed, 
One cannot recall any comparable work on the subject, and it 
is hoped that it will be translated into English. The book is 
a typical French publication, with little effort to produce a 
table of contents and with none of the precise classification 
usually provided by German writers. Its success depends 
essentially upon clarity of expression and the wide knowledge 
of the author. References are ingeniously incorporated in the 
text, with references to the important papers placed at the 
bottom of each page. No publication of importance seems to 
have escaped notice, and proper stress is placed upon work 
done in Great Britain, though (on page 70) F. J. Browne is 
referred to as “Browe.” The author stresses no particular 
theories and no particular therapies. His attitude is one of 
an impartial judicious summing-up. The volume merits the 
highest praise. . 
WILFRED SHAW. 
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VITAMIN DEFICIENCY SYNDROME 


A Neuro-Vascular Syndrome Related to Vitamin Deficiency. By 

Hendrik Smitskamp. (Pp. 114. No price given.) Amsterdam: 

Scheltema and Holkema’s Boekhandel. 
During the recent war a group of Dutch medical men made 
a study of the malnutritional syndromes which were met with 
among the inmates of a Japanese P.O.W. camp at Bandoeng, 
Java. This group included Dr. O. L. E. De Raadt, otoneuro- 
logist, Dr. J. Schwartz, ophthalmologist, the late Dr. Buitelaar, 
neurologist, who did not survive the hardships of war, Dr. Van 
der Hoeven, neurologist, and Dr. H. Smitskamp, general 
physician. ‘ One section of their observations has already been 
published and reviewed—an M.D. thesis (Leiden, 1947) entitled 
“ Pellagra. in the Oto-neurology and Rhino-laryngology,” by 
De Raadt. This book is also an M.D. thesis, and the author 
discusses the condition commonly known as “ burning feet.” 

In Part 1 successive chapters are on the clinical manifesta- 
tions, the results obtained by means of capillaroscopy, labora- 
tory findings, and therapy; in Part 2 on history, current 
literature, aetiology, pathogenesis, the differential diagnosis 
from erythromelalgia, acrodynia, and acroparaesthesia. Ih 
1943 some 700 patients were seen at a clinic set up for malnutri- 
tional disease ; from these 347 were selected and formed the 
subject for study. The observations made by Dr. Smitskamp 
do not differ materially from those made by our own medical 
men in other P.O.W. camps in the Far East, but they form a 
very interesting and detailed complementary contribution to 
the subject. He noted that optic neuropathy occurred in 42.8% 
of the cases of “ burning feet,” and in 27.8% of those with 
“ otoneurological aberration.” ‘“ Epithelial lesions ” (cheilosis, 
scrotal dermatitis) were very common, but occurred also among 
those not suffering from the syndrome—31% and 25% respec- 
tively. He remarks on the close association of the syndrome 
with signs of hyporiboflavinosis to the exclusion of beriberi and 
pellagra. 

This paper will interest those who are familiar with the 
literature of the deficiency syndromes. 

Huau S. STANNUS. 


A POPULAR SIGNPOST 


Anaesthetics and the Patient. By Gordon Ostlere, M.A., M.B., 
B.Chir., D.A. Sigma Introduction to Science 15. (Pp. 166. 
Is. 6d.) London: Sigma Books. 1949. 
This is one of the “ Introductions to Science” series, and fills 
a real need in being addressed to that large section of the 
intelligent lay public which is repelled by the sentimentality 
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and inaccuracies of most of the “ popular” works on anaes- 
thesia but cannot follow the highly technical style of scientific : BOOKS RECEIVED 
textbooks. Dr. Ostlere sets out in lucid and sober fashion the [Review is nor precluded by notice here of books recently received 


present position of anaesthesia and should reassure many a 
nervous patient about te undergo an operation. The author 
has considered his public to be of the average intellectual status 
of a preclinical medical student, and he has succeeded admir- 
ably in presenting his subject accurately without the use of 
technical terms—a task which must have been difficult. All 
the latest advances of proved worth have been included, and 
the book should do much to impress upon the public the 
importance of being looked after by a highly trained specialist 
anaesthetist. The type is clear, and four plates on glossy paper 
are included in the middle of the book. 
C. LANGTON HEWER. 


PRE- AND POST-OPERATIVE CARE 


and Surgical Patients. By 


Hugh C Iigenfritz, is B., M.D C.S. Foreword by Urban 
Maes, M.D., AC. S. Ga soe 110 illustra.ions. $10 or 
£2 12s. 6d.) St. oe The C Mosby Company. London: 


Henry Kimpton. 1948. 


During the last twenty-five years the risk in undergoing a major 
surgical operation has been much reduced, an improvement 
due in large part to the preliminary study of the patient and 
his preparation and aftercare. This book deals with these 
subjects, and is divided into two parts. The first thirteen 
chapters describe matters from a general standpoint, and the 
later sections give information about the management of disease 
in various parts of the body. This makes the book convenient 
for reference on any particular occasion, but increases its size 
and leads to a certain umount of repetition. Having said this, 
one can only praise the manner in which the subject has been 
presented. The physiological basis for each particularly recom- 
mended procedure is clearly explained, which makes the book 
readable and acceptable. And should the reader need more 
detailed information there is a good list of references at the’ 
end of each chapter. Every house-surgeon will want this book. 
It is of little use to him in a reference library. But it is 
expensive 
C. A. PANNETT. 


MEDICAL ANNUAL, 1948 


The Medical Annual. A Yearbook of Treatment and Practi- 
tioner’s Index. 1948. Editors, Sir Henry is 6 K.B.E., M.A., 
M.D., F.R.C.P., and A, Rendle Shori, M.D., B S., B.Sc., F.R.CS. 
(Pp. 368; 117 illustrations. £1 5s.; : subscription price £1 2s. 6d.) 
Bristol: John Wright and Sons. 1948. 


In its sixty-sixth year the Medical Annual maintains the high 
standard it has long established, and the reviewer's task in 
selecting particular contributions for comment is not facilitated 
by the general excellence of the work. Professor Tytler’s 
authoritative review of B.C.G. will be read with interest by all 
whose work brings them in contact with tuberculosis. Dr. 
MacKenna’s article on the treatment of cutaneous tuberculosis 
with vitamin D,, and Mr. Barrett's on the surgery of the 
heart and great vessels, are both topical and instructive. Pro- 
fessor Crew’s report on social medicine reflects the growing 
appreciation of the importance of this branch of practice. The 
book closes with the customary indices of pharmaceutical pre- 
parations marketed, and of British and American books 
published, during the year. The book production is of the 
high order expected from John Wright, and the half-tone and 
colour plates deserve particular commendation. 

The Medical Annual for 1948, as usual, faithfully mirrors 
the advances in medicine and surgery for the year. 

R. BopLey Scott. 


The number of books on chiropody—until recently a rather neg- 
jected literary field—grows apace. The Textbook of Chiropody, by 
Mrs. Swanson (E. and S. Livingstone: 20s.), represents the teaching of 
the Edinburgh School of Chiropody. The book covers the subject 
adequately if briefly within its 200 pages, an outstanding feature being 
the excellence of the illustrations; the use of a high-grade paper has 
allowed of almost perfect reproduction of the many photographs and 
skiagraphs. The production is up to the usual high standard set by 
Messrs. Livingstone. 


Les Plaies du Cerveau. By J.-E. — and J. Bonnal. (Pp 33 


1,100 francs.) Paris: Flammarion, 194 
From the Faculty of Medicine of Marseilles. 


Clearance Tests in Renal Disorders and Hypertension. by 
O. Hogeman. (Pp. 264. No price.) Uppsala: Appelbergs. 1948. 


English translation of a work originally appearing in Acta Medic, 
Scandinavica. 


Fortschritie der und Behandlung. 
2. 


By H. Birkhauser. Vol. (Pp. 446 7 Swiss francs.) Basie 

S. Karger. 1948. 

Aspects of tuberculosis, by Swiss authors, 

Renewal Pages for the Nelson Loose Leaf Medicine. Vols. | 

and 2. 

Letters to Margaret. By T. Faithfull, M.R.C.V.S., Ps.F. (Pp 108 

8s. 6d.) London: Rylee. 1948. 

Psychological enlightenment for juveniles. 

A Handbook of Self Analysis. By T. Faithfull, M.R.C.VS, 
1948. 


Ps.F. (Pp. 116. 8s. 6d.) London: Ryiee. 
For the layman. 


Religion and Psychotherapy. By A. G. Ikin, M.A., M-Sc., PsF. 
(Pp. 112. 8s. 6d.) London: Rylee. 1948. 


Reprint of the book first published in 1935 
The Value of Neurosis. By C. W. Wall, Ps.F. (Pp. 116. 8s. 6d.) 
London: Rylee. 1948. 


Mainly for the layman. 


Hadden’s Health and Welfare Services Handbook. By). 
Moss, C.B.E. (Pp. 376. 25s.) London: Hadden Best. 1948. 


A guide to the law relating to the health and welfare services 


By A. A. Ayer, 


The Anatomy of Semnopithecus Entellus. 
M.Sc. (Pp. 1 Madras: Indian 


B.A., M.B., B.S., 182. 20 rupees.) 
Publishing House. 1948. 


A study in comparative anatomy. 


By J. H. Ewen, F.R.C.P.Ed., D.P.M. 


Aids to Psychology. fo 


3rd ed. (Pp. 192. 5s.) London: Bailliére, Tindall and Cox 
From the familiar series 


By A. H. Bowley, B.A., Ph.D. 


Modern Child Psychology. = 
1949. 


(Pp. 159. 7s. 6d.) London: Hutchinson’s University Library 
An outline for the general reader. 


10s.) 


ipton Hospital Reports. Vol. 16, 1947. (Pp. 248. 
London: Research Department, Brompton Hospital. 


Papers from the Brompton Hospital in the year 1947. 
The Medical Clinics of North America: Chicago Number. 


Edited by J. H. Mitchell, M.D. (Pp. 292. No price.) London: 
W. B. Saunders. 1949. 


This volume is confined to dermatology. 

Your Hospital Heritage and Future. By A.R J. Wise. (Pp. 239. 
15s.) London: Heinemann. 1949. 

A general survey. 


Methods oF Psychology. Edited by T. G. Andrews. (Pp. 716. 
30s.) Lon Chapman and Hall. 1948. 

For students. 

Experimental Air-Borne Infection. By T. Rosebury. (Pp. 222. 


22s.) London: Baillitre, Tindall and Cox. 1947. 


Report of an investigation carried out at Camp Detrick, Maryland, 
between 1943 and 1945, 


Skeletal. Tuberculosis. 
27s. 6d.) London: Baillitve, Tindall and Cox. 


A short treatise translated from the Spanish. 


By V. Sanchis-Olmos, M.D. (Pp. 261. 


1948. 
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PREVENTION OF SEA-SICKNESS 


A dramatic account of a large-scale experiment on sea- 
sickness has just been published by Drs. Gay and Carliner,' 
of Baltimore. The American soldiers who cross the Atlantic 
in army transports often suffer from the rough seas. The 
conditions, according to the authors, are very different 
from those on ordinary passenger vessels, in which suf- 
ferers remain in their cabins and receive attention from 
stewards and nurses. In the troopship General Ballou 
(13,000 tons), 12 hours out of new York on Nov. 27, 1948, 
“the corridors of compartments were congested by sick men 
so ill that they were unable to reach the latrines. The men 
who reached these areas were unable to return to their com- 
partments and remained stretched out in a semiconscious 
condition on the floors until more seaworthy individuals 
managed to drag them to the sick bay or back to their 
hammocks. The latrines became temporarily indescribably 
repulsive. . . . On the previous trip of the General Ballou 
from Bremerhaven more than 100 intravenous injections 
of saline solution were required to relieve a number of 
dehydrated persons.” 

During the voyage which began on Nov. 27 a series of 
tests were carried out with a drug known as “ dramamine ” 
—a compound of theophylline (with chlorine substituted 
for one hydrogen) with the substance well known as the 
antihistamine agent “ benadryl.” As soon as the ship left 
harbour a group of 134 men in one compartment of the 
ship were given 100 mg. of the drug four times a day for 
two days; none of these developed nausea and vomiting 
in this time. They were then left without treatment for 
18 hours, and 41 by that time became sick. Dramamine 
was given again, and 40 regained their normal well-being 
within one hour of the first dose.. These men were com- 
pared with a group of 123 men in another compartment 
who were given a placebo. Of these, 35 were sea-sick 
within 12 hours of leaving harbour. At the end of two 
days the sick men were given dramamine and obtained 
complete relief within one hour of the first dose. 

In addition to this experiment in prophylaxis another 
experiment was carried out in which men were treated after 
they became sick ; they were in a third compartment of the 
ship. Out of 129 men 15 became sick after 12 hours at 
sea. These were given 100-mg. doses of dramamine every 
five hours, and all but one were completely relieved. The 
One was partially relieved. In a fourth compartment ‘con- 
taining 99 men 33 reported sick in 12 hours. They were 
given a placebo, which cured 19 whose complaints had 


1 Bull. Johns Hopk. Hosp., 1949, May. 
2 Lancet, 1944, 248, 127. 


been merely of nausea and dizziness. The placebo, how- 
ever, did not relieve the remaining 14, who became steadily 
worse until they were given dramamine, when all were 
cured. Further evidence of the curative value was obtained 
by treating 195 men who became sick out of 881 in other 
compartments. Of these there were only eight who were 
not relieved by taking 100 mg. of the drug every five hours. 
The 187 men who were relieved were treated for two days, 
after which administration of the drug ceased ; 44 of them 
then became sick again within 12 hours. 

These experiments justify the conclusion that dramamine 
is a non-toxic drug which can be used to control sea- 
sickness. It is interesting to observe that it can be taken 
by mouth or be given per rectum. This route was used 
successfully in men brought to the sick bay in a semi- 
conscious state. The capsule was punctured at each end, 
inserted in the rectum, and 30 ml. of saline was injected. 
Some of the conditions of the experiment with dram- 
amine interfered with the fairness of the test. Thus in 
the first test described every man in one compartment was 
given dramamine and every man in another compartment 
was given the placebo. It would clearly have been better 
to give the drug and the placebo to men in the same com- 
partment. Some men are sick when they see others sick, 
and not before. The arrangement adopted therefore 
favoured dramamine. 

During the late war much experience was gained in this 
country in the testing of remedies for sea-sickness, and a 
modest report of that work was published by Holling, 
McArdle, and Trotter? in 1944. They made no statement 
more definite than that, of a number of drugs examined, 
hyoscine “appears to be the most generally useful.” The 
principal question which therefore arises is whether the 
new substance dramamine is a better remedy than hyoscine. 
The war experience made it clear that reports of the excel- 
lence of any one drug when not compared with another 
were untrustworthy. Some observers were convinced from 
their experience that amphetamine was of great value for 
sea-sickness. When compared directly with hyoscine, 
Holling, McArdle, and Trotter found it to be of no value 
at all. A comparison is valid only when the two drugs are 
used at the same time in the same ship, each being given 
to a sufficiently large group of men. It is therefore impos- 
sible to say whether dramamine is superior to hyoscine or 
not, for experience since the war in sea and air transporta- 
tion has fully confirmed the value of hyoscine, of which 
proprietary preparations are on the market. 

Gay and Carliner refer to the work of Holling and his 
colleagues on hyoscine and say that “ the side effects from 
hyoscine were such that they did not recommend repeated 
doses.” There is no statement of this kind to be found in 
the paper, and the only reaction which was observed was 
dryness of the mouth, though a careful watch for- side 
effects was kept. The usual dose of hyoscine was 0.6 mg. 
(of hyoscine hydrobromide), but even after 1.2 mg. it “ had 
no obvious effect on physical performance, ability to shoot, 
or on near vision.” Although dramamine was not found 
to cause any reactions it seems unlikely that a substance 
so closely related to benadryl taken in doses of 100 mg. 
every five hours will be found as free from unpleasant 
effects as hyoscine. 
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WHITTLING DOWN 

The difficulty already experienced of getting acutely ill 

patients into hospital will be increased by the 10% reduc- 

tion in hospital costs recently imposed by the Minister of 

Health. For example, the cut in the budget of St. Bartholo- 

mew’s Hospa@al is as much as £300,000. The original gross 

estimate for the budget of the United Manchester Hospitals 
was £1,224,720 ; with allowance for the Spens recommenda- 
tions and domestic wage increases the total bill comes to 
£1,292,904. This group of hospitals has now been ordered 
to impose a cut of about £200,000. As some 60% of the 
total gross estimates is accounted for by wages, all of which 
are laid down by law, it follows that a heavy cut has to be 
made in the rest of the hospital budget. It is worth observ- 
ing that according to Dr. R. D. Vanderwarker,! Director 
of the Passavant Memorial Hospital in Chicago, the pay- 
roll in U.S.A. hospitals is estimated to account for 60% 
of total hospital costs. Speaking before a section of the 
American College of Surgeons Dr. Vanderwarker also pre- 
dicted that hospital costs would continue to rise. It is of 
interest to note that for the United Manchester Hospitals 
the medical salaries amount to £182,000, nurses’ salaries to 
£183,000, and all other salaries to £349,000, making a total 
of £714,000. To illustrate the position in different parts 
of the country we give details of the 1949-50 budget 
for some of the provincial teaching hospitals. Oxford, for 
example, suffers a cut of £170,000 on an estimated expendi- 
ture for maintenance of £960,000; Bristol a cut of 
£120,000 out of an estimate of £970,000 ; Birmingham a 
cut of £87,708 out of an estimate of £1,308,329. Leeds and 

Liverpool on the other hand are incurring no cut in their 
estimate for maintenance, but on capital expenditure the 
former is to undergo a cut of £2,000 out of £52,000, and 

the latter £180,000 out of £300,000. The Provincial Group 

of the Association of Teaching Hospitals is requesting the 

Ministry of Health to give it information about the basis 

on which the cuts have been made, ranging from nothing 

up to 25%. A Ministry of Health official is reported as 

saying’ that even with the £9,500,000 cut the hospitals are 
getting more than they did last year. In 1948-9, it is 
stated, they received £172,796,000, and for 1949-50 they 

will be receiving £177,531,000. 

The arbitrary fashion in which these cuts have been 
made suggests that hospital finance has got out of hand 
and the Minister of Health has temporarily lost command 
of the situation. There is much to be said for the sugges- 
tion made by Sir Frederick Menzies that a survey of hospital 
costs should be made by such bodies as the King Edward's 
Hospital Fund for London and the Nuffield Provincial 
Hospitals Trust, organizations with great experience in 
this field. There has, of course, been an increase in 
the cost of hospital administration. It may be asked 
whether at a time when hospital building is almost 
out of the question it is mecessary to have architects 
appointed to Regional Hospital Boards ; they receive 
salaries appropriate to architects but their function in fact 
seems to be that of clerks of works. The expense of out- 


1 Seton Newsletter, April 16, 1949, p. 254. 
2 Daily Telegraph, April 28, 1949. 


patients’ dispensing is heavy, in one group of hospital 
amounting to £30,000 a year for patients who should 
treated by their general practitioners. In an important eye 
hospital in London the annual bill for providing spectacle 
is £63,000, although the dispensing is done more economj. 
cally than in the Supplementary Ophthalmic Service. |t js 
difficult to see how this hospital can cut its expenditure 
without curtailing the work in the out-patients’ department 
and closing some wards. In fact, real economy would be 
effected if it was possible for its work to increase. 

The most serious outcome of all this is the threatened 
closure of hospital beds. The Manchester Regional Hos. 
pital Board, for instance, has: decided that if the cuts jn 
capital and maintenance estimates are put into effect there 
will be 2,019 fewer hospital beds available for the already 
long waiting-list of patients. St. Bartholomew's Hospital 
had planned to reopen 330 beds, but the heavy cut in its 
budget now makes it necessary to keep this block closed, 
According to reports in the Press, Regional Boards fear 
that some hospitals will also have to be closed. If blocks 
of wards were to be shut down the cost per occupied bed 
in the wards remaining open would increase and hospital 
economy would be in a still more parlous state. All this 
comes at a time when it has been estimated that nearly 
60,000 hospital beds in the country are out of use principally 
because of the shortage of nurses. 

The Minister of Health has said that the reduced 
expenditure must be met with the least possible detriment 
to the welfare of patients. But at first glance it is difficult 
to see how the hospitals in this country can save nearly 
£10,000,000 without curtailing the services they provide for 
the public. The present situation should give the country 
some measure of the monetary value of the voluntary un- 
paid services rendered by hospital staffs to the community 
before July 5, 1948. If the Treasury and the Ministry 
of Health now find themselves unable to meet the bill 
Mr. Bevan may find it necessary to start once more hos- 
pital flag-days. The whole matter calls for urgent exami- 
nation by those with long experience in hospital adminis- 
tration ; it is deplorable that the National Health Service 
should suffer such a severe setback within a year of its 
inception. 


OCCUPATIONAL DISEASES 


It is over forty years since the principle of compensation 
for industrial diseases was first accepted in this country, 
when, with the passage in 1906 of the Workmen's Com- 
pensation Act, six diseases were listed as entitling a work- 
man to compensation. A new step forward was made by 
the introduction last year of the National Insurance (Indus- 
trial Injuries) Act, 1946. This Act introduces a new principle 
of workmen’s compensation, for it establishes a system of 
insurance with contributions from both employer and 
employee to a central fund ; the workman no longer seeks 
compensation for his injury from his employer but claims 
special insurance benefit from the State. 


— 


1 Report of the Departmental Committee on Industrial Diseases, 1948, 
London: H.M.S.O. 
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AL 
~~ In March, 1947, the Minister of National Insurance set 


4 aa up a Departmental Committee’ under the chairmanship of 
sorta be Judge E. T. Dale to review the policy of scheduling diseases 
Ve Finder the old Workmen’s Compensation Act and to give 
‘Spectacle advice on the principles which should govern selection of 
ice diseases under the National Insurance (Industrial Injuries) 
* ISH act. The report of this Committee has recently appeared 
‘penditure and contains much of medical interest. Evidence was given 
partment by numerous bodies, including the Royal College of 
would be Physicians, the British Medical Association, and the Royal 
2 College of Nursing. The Committee rejected as outside 
ail i its terms of reference the suggestion that benefit should 


be paid under this Act for every disease that can be shown 
to be due to employment (a scheme known as “ blanket 
cover”). The report points out that the Committee was 
concerned with the selection of diseases, and that therefore 
the inclusion of all diseases was not contemplated. The 
Committee then considered the three tests recommended 
by the Samuel Committee of 1906, which have guided those 
charged with the addition of new diseases to the schedule 
since the 1906 Act became law, and it decided that these 
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pee tests were no longer appropriate. . In the new Act the word 
All this “ disease ” is defined Be any departure from health 
t nasil capable of identification by its signs and symptoms.” 
incipally This wide interpretation should make it no longer necessary 


to label as accidents conditions (for example, ill effects due 
to the use of vibratory tools) which medically are regarded 
as diseases, a practice which leads to confusion. 

The Committee rightly welcomes the use of the term 
“occupational disease” to replace the older term “ indus- 
trial disease,” with its narrower application, and lays down 
the criterion for judging a disease to be a risk of the occupa- 
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wal tion. Here again the move to widen the interpretation of 
anal the Act is seen ; the Committee recommends that a disease 
Ainiatry be considered for inclusion in the list prescribed 
he bill diseases if the occupation entails special exposure to risk, 
re ee such risk being inherent in the conditions under which the 
po: | occupation is carried out—subject always to the proviso 
iminis- that individual cases of the disease can be attributed to the 
Sera occupation with reasonable certainty. Incidence of disease 
tis alone is not to be regarded as confirming the relationship 


of a disease to an occupation, for it is recognized that 
incidence in a potentially dangerous occupation may be 
within normal limits because special precautions have been 
taken to control the risk. The report makes only passing 
reference to the difficult question of “aggravation,” but it 
was agreed that the Minister was not precluded from taking 


sation 

untry, it into account. 

Cons The report gives the impression that a rigid interpretation 
odie of the terms of reference might have been used to exclude 
de consideration of the two highly controversial issues 
Ps “blanket cover” and aggravation. The Committee does 
acigll not, however, interpret these terms of reference with the 
oon same rigidity in other directions ; this adds to the value of 
- ol the report, for a useful expression of opinion on “ time 
alk limits” is given, and the recommendation made that a 
deial workman whose employment in the relevant occupation 


ceased at a date outside a specified period should not be 
automatically excluded from benefit. The old rule often 
_ 1948 § entailed great hardship and injustice (for example, to 
patients with malignant occupational disease with a long 


latent period). The Committee also suggests that the time 
limits within which it may be presumed that a worker has 
developed a prescribed disease should have “closer rela- 
tion to the nature of the particular disease.” 

The report concludes by recommending that the Minister 
should set up a specialized standing committee to consider 
the advisability of adding to the prescribed list diseases 
specifically referred to it, to keep under review the schedule 
of prescribed diseases, and to make suggestions about 
subjects for research. It is gratifying to find this emphasis . 
being placed on the duty of the Minister to help forward 
research. Most industrial disease is preventable, and, while 
everything must be done to care for those who suffer from 
these conditions, such work can only be regarded as pallia- 
tive—prevention must be the constant aim, and this should 
not be hindered by shortage of men or of money. 


TOO SOLID FLESH 


It is perhaps not surprising that in the U.S.A. interest in 
obesity as a medical problem is more acute than in this 
country. Even before the days of rationing American 
achievement had outstripped British, for Daniel Lambert, 
of Leicester, who died in 1809 at a weight of 52 st. 11 Ib. 
(336 kg.), has long since yielded the palm to Miles Darden, 
of Tennessee, who weighed 72 st. 13 Ib. (463 kg.). For 
all this, obesity remains to every physician a problem of 
more than academic interest: its aesthetic disadvantages 
need no elaboration, but its influence on longevity and on 
the degenerative diseases are perhaps less well appreciated. 
American insurance statistics' show that the increase in 
the observed over the expected death rate appears to be 
closely related to the degree of obesity, particularly above. 
the age of 45 years. A man 90 Ib. (41 kg.) overweight 
is twice as likely to die in the next year as one of normal 
weight. In addition to arthritis and other disorders of an 
overtaxed locomotor system, obesity predisposes to diabetes © 
mellitus,? hypertension, arterial degeneration,® pulmonary 
emphysema,‘ and cirrhosis of the liver.’ Its control is 
therefore an essential part of the prevention of these 
important and common disorders. 

Reduced to the simplest terms, obesity can be regarded 
as the consequence of the body’s energy intake exceeding 
its energy output. When opportunity is unrestricted,®nergy 
intake is a function of appetite, and obesity will result 
when appetite is not geared to the body’s metabolic needs. 
This is true of all forms of obesity, and von Noorden’s 
division into exogenous and endogenous varieties must be 
discarded. This statement, however, like most simplifica- 
tions, obscures the intricacies of the problem. The obese 
do not absorb or utilize nutriments more completely than 
the normal ; their mechanical efficiency is less rather than 
greater. The only variables are calorie consumption, which 
ordinarily depends on appetite, and calorie expenditure. 
The second may be affected by the activity of the endo- 
crine organs, but in most obese patients it is in mo way 
abnormal. Appetite must be accepted as the determinant. 


1 Brooks, C., Med. J. Aust., 1948, 1, 
E. B., Dublin, L. ead’ Macks, H. H., Amer. J. med. Sci., 1935, 189, 

3 Levy, R. L., White, P. D., Stroud, W. D., and Hillman, C. C., J. Amer. med, 
Ass., 1946, i31, ‘951, 

4 Kerr, W agen, J. B., Ann. intern. Med., 1936, 10, 569 
5 Dublin, L. Biol, 1930, 2, 159. 
Med. J. Aust. 1947, 2 

Hered., 1927, 18, 1 

8 Amer. J. digest. Dis., 1947, 14, 397. 

9 Freed, S. C., J. ‘Amer. med. Ass., 1947, 133, 369. 

10 Psychosom. ” Med., 1940, 2, 141. 

a o., New Engl. J. Med., 1948, 238, 175. 
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Nevertheless, it is a matter of common observation that 
the liability to obesity may be familial, and is often com- 
bined with a tendency to deposit fat after a definite pattern. 
The forms taken by this regional lipophilia may be deter- 
mined by the endocrine organs, and Graham,° in robust 
Australian idiom which spurns the spurious refinement of 
terms derived from the Greek, recognizes the “ super- 
droopers, the spare tires, the big pants, and the grand 
piano legs.” Danforth’s’ account of a strain of yellow 
mice in which obesity is inherited as a Mendelian dominant 
confirms the clinical view that heredity -is important. 

If a constitutional, and often inherited, predisposition is 
admitted, appetite must still outpace metabolic needs to 
provide the material. It has been urged that familial 
liability is no more than a habit of overeating acquired 
from parental example. Bauer® is unable to accept. this 
view, and holds that there is a constitutional abnormality 
of adipose tissue throughout the body—a generalized lipo- 
philia—of which voracity is the expression. Hypothalamic 
lesions, the result of disease or injury in man or experi- 
mentally inflicted in animals, are often followed by obesity. 
Here again increased appetite is mainly responsible, though 
reduction of basal metabolism and of physical activity plays 
a minor part. 

In conformity with the trend of medical thought, the 
excessive appetite of many obese persons has been regarded 
as psychogenic. Neurotic traits are said to be common,’ 
and Bruch?® claims that the mothers of fat children are 
emotionally starved women who overfeed their offspring 
to compensate for a repressed feeling of hostility. Others 
see overeating as a form of addiction, the more insidious 
and dangerous as it carries no social stigma. Eating, they 
claim, can assuage a sense of loss, depression, or depriva- 
tion,’ and the frustrated victim finds peace in directing 
his aggressive propensities against the good things of the 
table. 

Whatever view is taken of the cause of the excessive 
appetite which results in obesity, there is no debate about 
the basis of treatment. Restriction of calorie intake alone 
will reduce weight. The too, too solid flesh will melt only 
when its possessor submits to an unbending discipline and 
exerts a rigid control over his appetite. There is no easy 
way. 


TREATMENT OF PYOCOCCAL DERMATOSES 


Some of the most troublesome and depressing dermatoses 
to practitioner and patient are the chronic follicular and 
flexural seborrhoeic infections, such as sycosis barbae, 
external otitis, and retroauricular, axillary, and inguinal 
dermatitis. Any treatment holding out hope of success in 
these conditions is welcome and must be investigated. 
Chemotherapeutic. and antibiotic remedies have proved 
disappointing, even when laboratory tests have shown the 
infecting organisms not to be resistant. There is also a 
risk of aggravation resulting from specific epidermal sensi- 
tization to the drugs employed. The halogen-substituted 
quinolines, as “quinolor” ointment, have been used for 
several years with some success in the treatment of sycosis 
barbae. Recently American dermatologists have reported 
favourably on “ vioform,” a related quinoline derivative 
containing iodine and chlorine (5-chloro-7-iodo-8-hydroxy- 
quinoline). This substance has for long been used inter- 
mally in the treatment of amoebiasis, and on the Continent 
it is prescribed as an antiseptic powder and paste for septic 
infections. Elsewhere in this issue Dr. I. Martin-Scott 


(p. 837) and Dr,.J. Overton (p. 840) report promising results 
with an ointment or cream containing 3% vioform in the 
treatment of sycosis barbae and allied seborrhoeic infec- 
tions. 


The response appears not to be due to the iodine as 


such, for vioform can be applied to the skin of patient 
sensitive to iodine. The number of cases reported on js 
small, and the period of observation is too short to form 
any final conclusions, but in most of the ‘patients the 
improvement was rapid. A few failed to make progres, 
and in some relapses occurred while under treatment, but 
the general response was clearly superior to that obtained 
from most other forms of local therapy. Application of 
vioform only rarely caused aggravation of symptoms or 
irritation: in general the treatment appears to have a 
soothing effect, which is desirable in treating sycosis or 
flexural dermatitis. 

It is unlikely that the promise of these early trials will be 
maintained. Sycosis barbae, like most constitutional ills, 


has its fluctuations and is apt to improve temporarily with 
any new form of treatment. A psychogenic, endocrine, 
nutritional, or toxic influence plays a major part in the 
aetiology of most of these dermatoses, and the surface 
infection is secondary. The cure is not likely to be found 
among the local antiseptics, but any measure of relief is a 
comfort to those afflicted with such ills. 


MORTON’S METATARSALGIA 


In 1876 T. G. Morton! described a severe type of metatar- 
salgia in which the pain was felt in the region of the fourth 
metatarso-phalangeal joint. In 1940 the late L. O. Betts; 
of Adelaide, reported nineteen cases of metatarsalgia in 
which he had exposed the plantar digital nerve to the cleft 
between the third and fourth toes: in each case he found 
and resected a fibrous swelling of the nerve proximal to 
its point of division. In 1898 Robert Jones and A. H. 
Tubby*® advocated resection of the fourth metatarsal head 
for this condition ; they feared that nerve resection would 
leave a painful scar and disliked making an incision through 
the sole of the foot. In a recent review of this condition 
Nissen* records that in 1935 the late Sir Harold Stiles, 
who suffered from severe metatarsalgia, had the nerves 
to the interdigital cleft between his third and fourth toes 
explored by Mr. N. H. Dott, who found fibrosis of the 
epineurium of the branch from the medial plantar nerve: 
resection gave complete relief. Of the twenty-seven cases 
investigated by Nissen twenty-one were women and six 
were men. The ages of the patients varied between 23 
and 55. The pain was severe and confined to the third 
and fourth toes and that part of the sole distal to the 
necks of the third and fourth metatarsals. The most con- 
stant physical sign was pain on upward and backward 
pressure at the base of the third and fourth toes. Nissen 
treated these cases by resecting the plantar digital nerve 
as it approaches the interdigital cleft between the third 
and fourth toes—a short vertical incision being made 
through the sole directly over the nerve. Histological find- 
ings proved that the’ lesion was ischaemic in nature. The 
digital artery may degenerate to no more than a fibrous 
strand. Thickening of the epineurium accounts for the 
bulk of the swelling. Local resection gives complete relief 
from pain, and the plantar scar is not a source of trouble. 
Similar findings have been reported by McElvenny® and 
by Winkler and his colleagues,* who regard the lesion as 
traumatic. Nissen’s investigations, however, show that the 
lesion is caused by local ischaemia. He prefers the name 
“plantar digital neuritis”; the condition, however, is 
undoubtedly that described by Morton over eighty years 
ago. 


1 Amer. J. med. Sci., 1876, 71, 37. 
2 Med. J. Aust. 1940, S14. 

3 Ann. Surg., 1898, 28, 39 

4 J. Bone Jt ‘Surg., 1948, 84 

5 Ibid., 1943, 25, 675. 

6 Ibid., 1948, 30.4, 496. 


Pos 
| adjt 
| two 
ing 
| rare 
| neu 
thet 
par 
abn 
that 
| the 
dise 
wer 
was 
adn 
lesi 
hyp 
rect 
ort 
of : 
for 
con 
} 
| cas 
Th 
tior 
exp 
by 
two 
| ton 
an 
ten: 
| | ton 
me 
tha 
ma 
| up, 
pai 
In 
pat 
Ric 
| the 
arn 
gate 
nur 
usit 
| gra 
rect 
tior 
pilc 
rela 
The 
inju 
the 
of 


RITISH 

AL 
of patients 
rted on is 
rt to form 
itients the 
> Progress, 
tment, but 
t obtained 
ication of 
iptoms or 
O have a 
SYCOSis or 


als will be 
ional ills, 
arily with 
‘ndocrine, 
irt in the 
surface 
be found 
relief is a 


metatar- 
he fourth 
). Betts, 
salgia in 
the cleft 
1e found 
ximal to 
d A. 
sal head 
n would 
through 
ondition 
d Stiles, 
> nerves 
rth toes 
; of the 
nerve: 
Cases 
and six 
veen 23 
1e third 

to the 
con- 
ckward 
Nissen 
| nerve 
e third 
made 
al find- 
», The 
fibrous 
‘or the 
> relief 
rouble. 
y> and 
ion as 
vat the 

name 
er, is 

years 


May 14, 1949 


POSTURE AND THE CIRCULATION | 


POSTURE AND THE CIRCULATION 


Postural hypotension is an expression of an imperfect 
adjustment of the circulation to bipedal existence. The 
two conditions in which a falling blood pressure on stand- 
ing is the predominant sign are fainting and the much 
rarer orthostatic hypotensions associated with chronic 
neurological and endocrine disease. In the second group 
there is a state of long-standing apparent sympathetic 
paresis. Stead and Ebert’ concluded that there was an 
abnormal response to the normal pooling of blood, and 
that as vasoconstriction failed the blood pressure fell. In 
the case described by East and Brigden? neurological 
disease was not present, but anhidrosis and impotence 
were accompanying symptoms. As in similar cases, there 
was no change in pulse rate with change in posture or the 
administration of atropine. They suggested that a central 
lesion of the sympathetic nervous system, possibly in the 
hypothalamus, would explain the findings. Vega Diaz* 
recently reported in this Journal a case in which juvenile 
orthostatic hypotension disappeared with the development 
of slight hyperthyroidism, only to reappear after treatment 
for the latter condition had been given ; he ascribed both 
conditions to hypothalamic disturbance. 

Nylin and Levander‘ have studied the circulation in a 
case of hypotension with the aid of tagged erythrocytes. 
Their findings were inconclusive, for the delayed equilibra- 
tion of tagged cells after a change of posture might be 
explained by the fall of blood pressure per se rather than 
by a redistribution of blood. These authors give to the 
two conditions already referred to the names sympathetico- 
tonic and asympatheticotonic orthostatism. They place in 
an intermediate group the cases in which orthostatic hypo- 
tension, often with tachycardia, develops after sympathec- 
tomy. Currens® has measured the blood pressure of 1,000 
men and women lying and standing. His findings confirm 
that a diastolic hypertension is common on standing ; this 
may be a self-perpetuating mechanism leading to established 
hypertension. Man spends a large part of his time standing 
up, and the maladies mentioned are some part of the price 
paid for his assumption of the upright position. 


AUTONOMIC RESPONSES TO BLADDER 
DISTENSION 


In their paper on the automatic action of the bladder in 
patients with gross injuries of the spinal cord Head and 
Riddoch® noted that in low cervical lesions distension of 
the bladder caused profuse sweating of the face, neck, and 
arms. Guttmann and Whitteridge’ have recently investi- 
gated the autonomic responses to bladder distension in a 
number of patients with severe injuries of the spinal cord, 
using cystometry, skin-temperature readings, and plethysmo- 
graphic studies of fingers and toes, and at the same time 
recording the pulse, the blood pressure, subjective sensa- 
tions of the patient, and the appearance of sweating and 
pilo-erection. The autonomic responses were found to be 
related to bladder pressure rather than bladder volume. 
The invariable response to distension in patients with cord 
injuries at any level was vasoconstriction in the toes. When 
the spinal lesion was at T.6 or lower, that is below the 
sympathetic outflow to the arms, there was vasodilatation 


of the blood vessels in the fingers, little if any change in 


1 Arch. intern. pet, 1941, 67, 546. 
2 Brit. Heart J., , 8, 103. 

8 British Oredical Journal 1949, 1, 169. 
4 Ann. intern. Med., 123. 

5 Amer. Heart J. 1548, 35, 646. 

6 Brain, 1917, 46, 188. 

7 Ibid., 1947, 70, 361. 


‘sweating over the same areas and the arms. 


blood pressure, and sometimes sweating of the lower part 
of the trunk and the legs. 

It was in lesions above T.6, particularly in low cervical 
injuries, that the responses to distension were most con- 
spicuous: in three men with severe spinal cord injuries in 
the upper thoracic region distension of the bladder caused 
patchy flushing of the face, the lateral aspects of the neck, 
the shoulders, and the upper part of the chest, and profuse 
The naso- 
pharyngeal mucosa became engorged, making breathing 
difficult, the pulse became slow, with extrasystoles, and 
the blood pressure rose. In these patients the vasocon- 
striction in the fingers was intense, and the considerable 
rise of blood pressure was thought to be due to ‘widespread 
vasoconstriction caused by the reflex activity of the isolated 
distal segments of the spinal cord. The slowing of the 
pulse rate was explained as a reflex response to the rising 
blood pressure through the carotid sinus and aortic nerves, 
but it was more difficult to account for the vasodilatation of 
the face and neck and the congestion of the nasal mucosa, 


* The sympathetic supply to the face and neck emerged from 


the spinal cord distal to the lesions, and vasoconstriction 
similar to that in the fingers might have been expected. 
These autonomic responses were considered to be an 
“adaptive mechanism,” but their physiological basis remains 
uncertain. They are of some importance in the management 
of patients with spinal injuries, for they warn the patient 
and his attendants that bladder distension should be 
relieved. As Guttmann and Whitteridge say, “They 
represent alarm symptoms indicating abnormal activity 
of a viscus in the anaesthetic area below the level of the 


lesion.” 


THE KING’S DOCTORS HONOURED 


Honours for seven of the doctors who attended the King 
during his recent illness were gazetted on May 3. _ Sir 
Maurice Cassidy, Sir Thomas Dunhill, and Sir Morton 
Smart now become Knights Grand Cross of the Royal . 
Victorian Order. Sir John Weir, who also attended his 
Majesty, was awarded the Grand Cross, which is the 
highest rank in the Order, in 1939. Dr. Horace Evans 
and Professor Paterson Ross have been appointed 
K.C.V.O., and the M.V.O. (Fourth Class) has been con- 
ferred on Mr. C. J. Longland and Mr. A. J. Slessor. 
It will be recalled that his Majesty invested Professor 
Learmonth with the insignia of Knight Commander of 
the Royal Victorian Order some weeks ago, and lafer 
Dr. John Gillies was made a Commander of the Order. 
Promotions in and appointments to the Royal Victorian 
Order are for extraordinary, important, or personal ser- 
vices to the Sovereign or to the Royal Family. The medi- 
cal profession will welcome the announcement of these 
honours and the recent news of a continuing improvement 
in the King’s health. 


Sir Edward Mellanby, F.R.S., Secretary of the Medical 
Research Council, will deliver a lecture to commemorate 
the bicentenary of the birth of Edward Jenner at the Royal 
College of Surgeons of England (Lincoln’s Inn Fields, 
London, W.C.) on Tuesday, May 17, at 4 p.m. He will 
speak on “ Jenner and His Impact on Medical Science.” 


The next session of the General Medical Council will 
open on Tuesday, May 24, at 2 p.m., when the President, 
Sir Herbert Lightfoot Eason, will take the chair and deliver 
an address, 


— 
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HEALTH PROPAGANDA 


A new and nation-wide scheme of health propaganda was intro- 
duced by the Central Council for Health Education on May 1 
and put at the disposal of all local health authorities in England, 
Wales, and Northern Ireland. Dr. E. K. MACDONALD, chair- 
man of the Council, explained at a recent press conference 
that under the Public Health Act, 1936, and the National Health 
Service Act the duty of providing health education was laid 
upon the local health authority, a grant being obtainable from 
the Ministry of Health for this purpose. The Council’s func- 
tion was to provide advice and assistance to the health authori- 
ties, and with this object in view it was arranging the free, 
extended, and indefinite loan to them of exhibition material. 
This was in the form of transportable stands on which would 
be superimposed posters concerned with a series of topics. The 
material for each of these topics would remain with the 
authority for two months, after which it would be returned 
to the Council, refurbished, and reissued to other authorities 
so that there would be four sets of topics running the whole 
time for the first eight months of the campaign. New topics 
would be dealt with as occasion required. 

The four topics on which posters had already been pre- 
pared were diphtheria immunization, the services provided in 
Part III of the National Health Service Act, food and drink 
infections, and sleep. Material relating to other topics was 
being planned so that each local health authority would receive 
further exhibition material (in exchange) every two months. 
The stands were constructed of wood and metal, attractively 
designed, self-lit, portable, and easily erected and dismantled. 
Each stand would have boldly inscribed on its fascia the name 
of the authority to which it was issued. It was suggested by 
the Council that they should be erected in large shops, show- 
rooms of gas and electricity companies, schools, cinemas, and 
other places where people congregated. Such exhibitions should 
be reinforced by a local campaign, and suggestions for ensuring 
good publicity as well as literature suitable for the pdrticular 
topic, lecture-slides, posters, and other material were being 
offered to the local health authorities. In addition, the Council 
was preparing a number of leaflets for the use of medical 
practitioners. It was often helpful for a doctor to be able to 
hand to a patient a leaflet explaining what he had been 
telling him. 

Medical officers of health who would like more information 
about the present campaign and other aspects of the Council’s 
work should write to Dr. Robert Sutherland, the Secretary, 
Tavistock House North, Tavistock Square, W.C.1. 


RED CROSS SAFETY ZONES 


[FROM OuR CORRESPONDENT IN GENEVA] 


The Red Cross is seeking to enlarge the bounds of its responsi- 
bilities and privileges. Its guardianship has been primarily con- 
cerned with the wounded and sick on the field and with 
prisoners of war. Now a new convention is being constructed 
for the protection of civilians in wartime—a big urtdertaking 
when the totalitarian shape of modern war is considered. Apart 
from providing for the protection of sick persons, the aged and 
infirm, children, and maternity cases, the convention sets out 
the rights of aliens, refugees, internees, and people in occupied 
territories. The draft convention was worked out at the Inter- 
national Red Cross Conference at Stockholm last autumn in 
the course of ten days, and now at Geneva 250 delegates from 
56 governments, with 30 observers, are scrutinizing the draft, 
together with the drafts of the older conventions. But law- 
making by international assemblies is an exasperating business. 
Apparently innocent phrases open up unsuspected difficulties, 
amendments go backwards and forwards between principal 
commissions and drafting committees and subcommittees, with 
the result that in ten days the commission which is studying 
this new convention has considered only 18 articles out of 
140, and many of the points which it has discussed have been 
left undecided. 

One question which has come forward is the protection of 
civil hospitals from attack. Another is the right of free passage 


of consignments of medical and hospital stores intended for 
civilians in an enemy country; a third, the setting apart of 
safety zones in regions where fighting is taking place, so that 
wounded and sick, whether combatant or non-combatant, may 
be sheltered, and those responsible for the supervision and 
food supply of such zones protected ; a fourth, the permission 
to medical personnel of all categories to carry out their duties, 
and, again, the removal from encircled or besieged areas of 
mothers and children, the sick, and the aged. 

In the article which proposes the immunity of civil hospitals 
it is stated that such hospitals must be as far away as possible 
from military objectives. But what are military objectives ? 
In total war may not factories and industrial undertakings come 
within that category, and is there to be no hospital within easy 
reach ? The objection was raised by the British delegate that 
the requirement was impossible in a highly industrialized com- 
munity. Another article states that civil hospitals and their 
stores and materials must not be requisitioned or diverted from 
their purpose. But may not a military commander, faced with 
a sudden need for medical or hospital provision, seek the trans- 
fer of civil hospital accommodation or equipment? Another 
article lays it down that civil hospitals as well as all vehicles 


- used for the transport of the wounded or sick must carry the 


Red Cross emblem (or the Red Crescent or Red Lion and 
Sun, as the case may be), and all medical and other personnel 
engaged at hospitals shall wear the Red Cross armlet. But, 
as the Canadian delegation pointed out, this seems to be 
unnecessary in countries which are not themselves the scene 
of conflict. During the last war Canada suffered no air raids 
and saw no land fighting, yet by this provision all its hospitals 
from the Atlantic to the Pacific and all their staff would have 
to be decorated with the Red Cross. This may not seem very 
onerous, but if the Red Cross is too widely and familiarly 
distributed it may tend to lose its value and privilege. These 
and like points have engaged the commissions in hours of 
discussion, and one can only hope that the result will be an 
instrument which, if necessity arises, will be strong and avail- 
ing. Perhaps it should be added that the five delegates of 
Soviet Russia are taking a useful and co-operative part in the 
conference. 


BACTERIOPHAGE AND ANTIBIOSIS 
PROFESSOR GRATIA’S LECTURE 


A special university lecture in pathology was given at the 
London School of Hygiene and Tropical Medicine on April 25 
by Professor A. Gratia, of the University of Liége. Sir 
Alexander Fleming presided. 

Professor Gratia said that the word “ bacteriophage ” was 
first used some 45 years ago. This was in 1903, when Vuillemin 
used the phrase “une acrasiée bactériophage.” Then in 1917 
the late Professor d’Herelle coined anew the word “ bacterio- 
phage” as describing the transmissible agent responsible for 
the lysis of Shiga bacilli. Two years later, during an epidemic 
of dysentery, d’Herelle observed that the filtrate of stools of 
recovering patients, when added to a new broth culture of 
Shiga bacilli, would bring about its dissolution. If the dis- 
solved culture was then filtered and added to a second fresh 
culture of Shiga bacilli the same dissolution occurred again, 
and so on indefinitely through a series of repeated passages. In 
the course of these passages the activity of the agent of lysis, 
so far from weakening, was enhanced. Moreover, d’Herelle 
succeeded in obtaining the dissolution of typhoid, paratyphoid, 
and other bacilli ‘by passages of the active filtrate of these 
different bacteria. As this filterable lytic agent was endowed 
with the power both of multiplication and of adaptation, 
d’Herelle claimed that it was a virus of bacterial cells—the 
same virus for all bacteria—and called it “ bacteriophage.” 


Two Aspects of One Phenomenon 


The lecturer then described the opposition to the virus theory 
in the early *twenties, which was reminiscent of the famous 
quarrel about spontanedus generation. About this time the 
lecturer by chance came upon a forgotten paper by Twort on 
an attempt to cultivate vaccinia virus. Twort had observed 
that colonies of micrococci isolated from crude vaccinia pulp 
underwent a curious form of degeneration, this being carried 
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yn indefinitely from one vitreous colony to a normal colony. 
Struck by the similarity between Twort’s observations and those 
made later by d’Herelle, Professor Gratia repeated Twort’s 
sbservations, and then, transferring a vitreous colony of micro- 
wcci isolated from vaccinia pulp into a broth culture of 
jtaph. aureus, he was able to duplicate ail the typical features 
if d’Herelle’s phenomenon. He obtained a true bacteriophage 
tive on almost any strain of Staph. aureus but entirely in- 
tive on any bacteria of the enteric group. Thus it appeared 
hat Twort’s and d’Herelle’s observations were two different 
jspects of the same phenomenon, and, contrary to d’Herelle’s 
jaim, there was not one single bacteriophage for all bacteria 
ut there were different bacteriophages for different groups. 
Later work demonstrated that bacteriophages were specific 


intities, behaving like germs. Nevertheless there appeared to 
je something of fundamental importance in the fact that phages 
eemed to multiply only in the presence of living cells of sensi- 
ive bacteria. An attempt was made to find out whether 
; staphylophage would work on dead cultures of a 
taphylococcus. The first attempt seemed successful: broth 
ultures of staphylococci killed by heat underwent lysis when 
i small amount of phage was added. But it soon became 
wident that the phage was not directly responsible for that 
darification, and that the real cause was the presence of a few 
jving staphylococci in the mixture. 


Approach to Antibiosis 


This work suggested that there might be organisms endowed 
with the power of dissolving large quantities of bacteria. The 
question was how to detect them. The lecturer described at 
some. length work then undertaken which showed finally that 
active strains of streptothrix or actinomyces, isolated on bac- 
terial agar, could dissolve as much as 10 times their own weight 
of bacterial suspensions in plain water of most saprophytic or 
pathogenic micro-organisms. But while living suspensions of 
Gram-positive bacteria were as easily dissolved as dead suspen- 
sions, Gram-negative bacteria were only dissolved when pre- 
viously killed. Lysis was strongly inhibited by serum and also 
by electrolytes. As heavy bacterial suspensions when dissolved 
by actinomycetes maintained strong antigenic activity and at the 
same time lost their toxicity, he used them successfully, under 
the name “mycolysat,” for the treatment of staphylococcal 
infections and in cases of typhoid, paratyphoid, or dysentery, 
and for carriers. 

Thus, starting from research on bacteriophage, the field of 
antibiotics was entered. Those first steps showed the way and 


gave rise to the appropriate techniques for later discoveries. 
Finally, in 1944, Actinomyces griseus was isolated by Schatz, 
Bugie, and Waksman, and produced streptomycin, and now 
other antibiotics such as chloromycetin were being investigated. 
_ Actinomycetes were not the only organisms which in the early 
investigations were found growing on plates of agar: there 
were also moulds as well as micrococci of all kinds. It was 
at this time (January, 1925) that the lecturer and his colleagues 
observed a contaminated culture of anthrax bacillus completely 
dissolved by a green mould, some kind of penicillium. At 
this time also he isolated a strain of Bact. coli which he called 
“coli V,” producing an active substance which was not a phage. 
properly speaking, but some antibiotic agent, and this he called 
the “ V principle.” It was diffusible through “ cellophane,” while 
phages were not ; it was remarkably stable to heat, while phages 
were thermolabile, and, again, it had no antigenic activity and 
Was not transmissible in series. Even at that early date he 
had been impressed by certain similarities which led him to 
consider the relationship between the two phenomena of 
bacteriophage and antibiosis, and this relationship had been 
confirmed by further work. 

Investigations with a number of collaborators had shown that 
the antagonism between strains of coliform organisms, for 
example, was less specific than was originally supposed. Hun- 
dreds of active strains had been isolated from diluted human 
and animal faeces. The antibiotic products of these different 
active strains were not all identical: the appearance of their 
inhibition zones, their diffusibility into agar or through cello- 
phane, their resistance to heat, to digestive enzymes or bacterial 
Proteases, and the specificity of the resistant colonies appear- 
ing in the zones of inhibition showed great variety. These 
observations suggested that there were several different active 


principles, to which the generic name “colicins” had been 
given. At least 17 different “colicins” had been recognized 
and studied, and as a result of further work some 60 new 
bacteriophages had been obtained and classified into groups. 

The lecturer showed a table giving the results of* extensive 
tests of resistant colonies—resistant to “colicins” on the one 
hand or to bacteriophages on the other. He had previously 
shown that resistant colonies of coliform organisms selected 
by his “V principle” remained sensitive to phage and that 
other colonies which were resistant to phage remained sensi- 
tive to the “V principle.” An investigation was then under- 
taken of all the resistant variants in this mass of material, com- 
prising at least 17 “ colicins ” and 60 bacteriophages. He found 
that all mutants resistant to certain colicins were also resistant 
to certain phages, and his conclusion was therefore that, while 
ther2 was no complete identity between the phenomena of 
antibiosis and bacteriophage, there was evidence of common 
factors, confirming the intuition which he had had 20 years ago 
that there was a relationship between the two. He resisted the 
temptation to enter into philosophical speculation about the 
nature of this relationship, and ended his lecture with a 
quotation from Craigie: 

“Most of us probably feel that what is known about these 
various subjects (bacteriophages, nucleoproteins, transformation 
of pneumococcal types, genes) represents, so to speak, isolated 
jigsaw-puzzle pieces belonging to the same picture. When the 
missing intervening pieces are found and assembled in place 
a map of new territory will be revealed.” 


REHABILITATION OF THE DEAF 
AMERICAN VIEWS 


A postgraduate lecture with a transatlantic flavour was 
delivered at the Institute of Laryngology and Otology in 
London on May 7 by Dr. S. Richard Silverman, director of 
the Central Institute of the Deaf, St. Louis, Missouri. 

Dr. Silverman began with the remark that, “with all due 
respect to my otological friends, the fenestrators, the irradiators, 
and the puffers and squirters,” there was very little, medically 
and surgically, that could be done for the deaf ; yet the otologist 
had great opportunities in dealing with the problem of the 
deafened. In the United States many factors had caused a 
recent surge of interest in this subject. Among them were the 
rapid developments in the science of electro-acoustics ; the 
evolution of different surgical techniques, particularly the 
fenestration operation; new investigations into the physio- 
logy of hearing—despite the glib expositions in the textbooks, 
it was not yet known how the ear worked or how sound 
was converted into a nervous impulse ; the popularity of motion 
pictures and the radio; and, finally, the tendency for “ peri- 
pheral workers” (meaning politicians, social workers, and 
psychologists) to come together to do something for war 


casualties. 
Hearing-aids 


The greatest help offered to the deafened person was the 
vacuum-tube hearing-aid. There were two types of deafened 
persons: one requiring amplified sound, and hearing better when 
the voice was raised, the other able to hear speech of ordinary 
loudness but not able properly to distinguish syllables. With 
this second type, mere amplification only intensified the babel. 
The majority of persons who had purchased hearing-aids and 
discarded them belonged to this second group. On the other 
hand, certain people even in this category could be helped by 
a hearing-aid. 

He had been quoted as saying that audiometers should be 
thrown out of the window, but that was a misinterpretation. 
The audiometer was a valuable instrument, but its limitations 
must be remembered. It could help in deciding in a given case 
whether a hearing-aid would be useful and to which ear it 
should be fitted. Broadly speaking, if a person had a loss 
across the speech range of 30 to 35 decibels or more in 
the better ear the use of a hearing-aid should be con- 
sidered. Putting aside cosmetic considerations, statistics would 
show that about 90% of patients needed air conduction instru- 
ments and 10% bone conduction. 
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No hearing-aid was perfect, and no hearing-aid could enable 
a person to hear as though he had normal hearing. Auditory 
training for the user of a hearing-aid must be insisted on not 
merely in manipulating the instrument but in obtaining what 
the lecturer called “cerebral reorientation” to speech. The 
user of a hearing-aid must learn to listen. Three levels of 
hearing might be defined: the primitive level, at which the 
person knew there were sounds but was unable to differentiate 
them ; the awareness level, exemplified m the person about 
to cross the street; and the highest level, as shown in the 
exchange of speech. One of the most common expressions 
among deaf ex-Servicemen was that the world had gone dead ; 
there was an eeriness in not hearing the traffic in the streets 
or the wind in the trees, and even at the primitive level to get 
some kind of sound appreciation was helpful. 


Lip-reading 

Dr. Silverman believed in the value of lip-reading, or 
“speech reading” as it was called in America. There was 
not much correlation between native intelligence and ability 
to lip-read. Many intellectual people—people in the profes- 
sions—were poor lip-readers. Dr. Silverman tried an ‘experi- 
ment on his highly educated audience. He wrote on the board 
the words “ bat,” “ man,” and “ pan,” then moved his lips with- 
out sound, and asked his audience which word he had pro- 
nounced. Opinion was about equally divided between the 
three words, and then he explained that they were all right 
and all wrong, because in the movement of the lips there could 
-be no distinction between the three. Lip-reading was of value 
because it evoked some effort from the patient. Too often 
people supposed that treatment was something which was to 
be done to them. But rehabilitation, with hearing as with 
other things, was not effective unless the patient got hold of 
the idea that he was doing something for himself. 

In addition to hearing-aids, auditory training, and lip-reading, 
one other thing was essential—namely, speech conservation or 
correction. The ears were the governors of speech. With 
impaired hearing speech began to deteriorate. He regretted to 
find in England speech correction so far divorced from the 
organization for helping the deaf. Finally, if hearing could not 
be improved or corrected, at least the patient might be taught 
to live with his disability graciously. Otologists and others 
often became so engrossed with decibels and frequency responses 
and articulation tests that they forgot that the patients them- 
selves were not particularly interested in these things. The 
adjustment of the social and emotional life to the hearing defect 
was the important thing. The otologist should remember that 
the person who was hard of hearing was a person with a 
defective ear—not an ear with a person attached to it. 


VISIT OF SWEDISH PAEDIATRICIANS 


Last week the British Paediatric Association entertained as 
their guests some 30 distinguished paediatricians from Sweden. 
The British Medical Association held a reception on May 2, 
and later in the week Swedish paediatricians joined the B.P.A. 
in its annual meeting at Windermere. Many British doctors 
had the opportunity of meeting our Swedish guests at a dinner 
held in their honour on May 3 in the Apothecaries Hall, 
London. Dr. Hugh Ashby, President of the B.P.A., in a speech 
of welcome said that this was the first time his association 
had invited a group of paediatricians from another country to 
attend its meetings. This event happily coincided with the 
21st anniversary of the founding of the B.P.A. Great advances 
had been made in paediatrics in Sweden during recent years 
and had been followed with intense interest by workers in 
Britain. At the same time he thought that the fall in infant 
mortality in this country from 150 to 34 per thousand in 
50 years was “pretty good going.” New Zealand was the 
only other country with which the record of Sweden for small 
infant mortality could be compared. Sweden had perhaps the 
most modern children’s hospital in the world. Medicine, con- 
cluded Dr. Ashby, should become more international, and this 
would be helped by such visits as the present one and the 
delightful visit paid by the British Paediatric Association to 
Sweden last year, where they had been so hospitably treated. 


In reply Professor Lichtenstein said that during the seye§comm 
teenth and early part of the eighteenth centuries Swedjgmgenita 
doctors were in the habit of visiting the country of Sydenhawould 
and Glisson. He mentioned the Swedish indebtedness ¢§was 0 
British workers, observing that international co-operation ygwith t 
more necessary now: than ever before. He ended by saying might 
“We know in Sweden that if we enjoy freedom of thought ang. Dr. 
speech and science we owe that to Britain.” only | 

Professor E. C. Dodds, Master of the Apothecaries, paid hig} ion. 
tribute to Swedish science and said that in no country in Europes witom 
did they owe so much in the matter of collaboration. Pr were 
fessor Dodds made some interesting remarks on the history ofgachiev 
the Society of Apothecaries. Lord Moran also spoke, andy shoul 
Lord Webb-Johnson praised the Manchester School of Paediff yas ‘ 
atrics, saying that he had sat at the feet of Dr. Ashby’s fatherj§ physic 
the author with G. A. Wright of that well-known work Diseaseg§ taine 
of Children. , 
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PROBLEMS OF CHILDHOOD 

The problems of young children engaged the attention of feelin 
_ Section of Paediatrics of the Royal Society of Medicine on proce: 
April 22, Dr. JAMES SMELLIE presiding, and of the Child ~ 
Psychiatry Section of the Royal Medico-Psychologica suffer 
Association on April 23, when Dr. MABERLY was in the chair nte { 
dir 

Toilet Training 


The Paediatrics Section first heard Mr, ADAM CURLE, of the survis 
Institute of Human Relations, give an account of the methods lar fe 
of training in primitive societies. In the more aggressive com- certai 
munities the belief in the necessity for cleanliness was enforced could 
by threats and punishment, while in peaceful communities there tion c 
was a more easy-going attitude, the child being allowed toll their 
acquire good habits in its own time. In the more sophisticated years 
communities in the last 60 to 80 years better amenities in home nurse 
life had heightened the impulse towards toilet training at aj extra 
early age, using methods varying from threats of punishment§§ impo: 
or ostracism to rewards for success. Mr. Curle described som Dr. 
studies he had made of communities in isolated villages where toutir 
everyone showed great interest in all the children. Some of was | 
the practices of the primitive societies, such as elaborate initia-J ing t 
tion ceremonies into adult life, gave the members a strong feel-§ shoul 
ing of unity with the group in contrast to the practice ina more was ¢ 
highly civilized society of surrounding a child with protectivell and ¢ 
care and then leaving it to its own devices at adolescence 
which produced a feeling of isolation. 

Miss AGATHA BowLey, of the Foundling Hospital Research 
Centre, said that habit training was a misnomer ; it was not a Dr 
mere matter of conditioning, the emotions were involved. Shei every 
quoted opinions of workers in this field that the child who was bya 
allowed to develop without training would, if provided with the child 
appropriate utensils, train himself after the age of 18 months. who 
It was possible to condition small babies to be clean, but quick 
with intellectual development the habit broke down and this§ trout 
caused distress to the mother and might damage the mother-§A gr 
child relationship. “Placid but not premature potting” was§ the c' 
her advice, and the pot should not be too much in evidence§ ill ch 
until the baby was a year old and had formed a_ steady ciate 
emotional relationship with one adult. Approval and dis‘ bring 
approval should be only mildly expressed. .¥ Ifa 

The discussion that followed showed a cleavage of opinion. shoul 
Dr. R. S. MacKeIrrH pointed out that if no training was undet-§ also 
taken for the first 18 months there was an enormous amount§ atisf 
of washing to be done. Dr. I. HELMAN spoke of the results of of ct 
a survey she carried out to discover whether the attitude of f visit 
“saving the washing” was justified. She found that few 
children were clean before the age of 2, regardless of when 
training was begun. This was important, because a great deal 
of energy was wasted by too early a start, and the happy 
relationship between mother and child might be jeopardized. 
With children whose training started nearer the age of 2 the 
training seldom took more than a few months. 

Dr. Linpsay BatTEN said that as soon as a child got on toa 
mixed diet its urine became more irritating, and it was extremely 
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common for children of over eight months to have very sore 

nitalia. If they could be persuaded to be wet less often it 
would be an advantage. Dr. Patricia HOLMAN said that it 
was not good enough to say that the mother should put up 
with the washing, especially in a working-class home. That 
night be the last straw which destroyed her health. 

Dr. LETITIA FAIRFIELD reminded the meeting that life was not 
mly for babies; adults were entitled to some considera- 
fon. It was doubtful whether a child would correct itself 
wtomatically ; some gentle pressure and direction from adults 
were needed. Dr. Fetrx Brown said that children should 
schieve habit training sooner or later, but excessive pressure 
hhould not be put upon them. Dr. SMELLIE said that there 
yas such a thing as the gastro-colic reflex, and normal 
jhysiological functions could be encouraged, promoted, and 


rained. 
Psychiatric Aspects of Infant Feeding 

At the meeting of the Child Psychiatry Section of the Royal 
Medico-Psychological Association, Dr. RicHarD H. Dosss said 
hat after birth the most important happening in the child’s life 
yas feeding. The mother had comparatively simple instincts, 
but superimposed on them there might be emotional difficulties ; 
she might have fears that she would fail, or she might have 


Bieelings of prudery and disgust which would complicate the 


process of breast-feeding. Breast-feeding was of great impor- 
lance for the future character of the child. Breast-fed children 
suffered much less from ailments and had a lower mortality 
tate than bottle-fed babies, but the disadvantages of bottle- 
feeding disappeared as poverty was left behind and there might 
come a time when it would be difficult to point to a better 
wurvival rate as one of the advantages of breast-feeding. Regu- 
lar feeds were not essential nutritionally or medically, but a 
certain routine and habit in feeding was a good thing if it 
could be achieved without any great disturbance either to lacta- 
tion or to the child’s comfort. Motherless babies did not miss 
their mothers for the first six or seven months, but in later 
years they might suffer harm if there was a constant stream of 
nurses ; even if there was only one she would not provide the 
extra love and care which a mother bestowed, and this was of 
importance in later years. 

Dr. MitpreD E. Creak said that the hurried impersonal 
toutine carried out in many maternity units where the baby 
was kept in the nursery and given to the mother only at feed- 
ing times had created many difficult situations. The baby 
should be kept near its mother. Dr. MABERLY said that it 
was desirable that the child-guidance clinics and the maternity 
ind child-welfare centres should work closely together. 


Children in Hospital 


Dr. A. G. Watkins, Royal Infirmary, Cardiff, said that 
every child should be seen first in the privacy of a small room 
bya responsible medical officer and an experienced sister. The 
thild who caused trouble in the ward was usually the child 
who was already maladjusted. Normal children settled down 
quickly, and the grossly defective child did not give much 
trouble, but the mildly defective child was sometimes difficult. 
A great deal depended on how the parents had approached 
the child regarding its need for hospital treatment. The acutely 
ill child adjusted quickly to the new surroundings and appre- 
tiated the comfort provided. The child should be allowed to 
bring its own toys, especially the ones it usually took to bed. 
If a child was old enough, any procedure to be carried out 
should be explained beforehand. A full explanation should 
also be given to the parents by the doctor; they were more 
latisfied and then the child was more contented. Certain types 
of children were upset after visits ; others were better after a 
Visit from the parents. This was something one could not 
be too dogmatic about. It should be left in the hands of the 
sister to decide whether a child should be allowed visitors or 
tot. He never hesitated to allow visitors when a child was 
desperately ill. 

Miss ANNA FReuD said that when a child was ill it was easy 
to forget how harmful it was for the child to be in a state 
of anxiety, separated from its home surroundings. Those who 
worked in hospitals said that children were better behaved, 
they resented less what was done to them, they were less easily 


emotionally upset, and they usually ate and slept better, but 
this was because the child became all body and its individu- 
ality retreated. Mind and body worked together and it was 
not profitable to treat them separately. There was a great 
deal of evidence that in the child, whether ill or well, the life 
of the body was accompanied by a rich life of the mind. 
Young children separated forcibly and for a long period from 
their mothers showed all the signs of a melancholic state, 
including even the signs of arrested bodily development. The 
child was not only separated from familiar people, he was 
separated from all his habits, and this might create as grave a 
disturbance. 

Children of school age put much of their feeling into their 
interests ; in hospital their interests had to be left at home, 
and such occupation as they had would not take up more 
than a few hours in the day. Children of that age needed 
continuous occupation. When a child was ill it lost interest 
and had the experience of being nursed again. Some children 
reacted by sinking back into babyhood or else they reacted 
against nursing care. Many children regarded the pain they 
suffered and the restrictions imposed upon them as punishment, 
and to such children the experience of being ill was dangerous. 
When children went through an illness at home they were 
helped by the people who knew them. In hospital they went 
through a difficult experience in isolation. 

Dr. Maserty felt that nurses preferred the depressed melan- 
cholic child because it was easier to manage. He mentioned 
the possibility of the mother coming into hospital and taking 
part in the nursing of the child, which seemed to be a successful 
solution to one part of the problem. Dr. Hunter, of the 
Tavistock Clinic, said that children were much less keen on 
seeing their parents after six or eight weeks in hospital. The 
problem of the child who had to be nursed in a cot was 
interesting ; such children appeared to suffer from a particular 
form of withdrawal not experienced by children who were up 
and about. 


CARE OF THE ELDERLY 


The Medical Society for the Care of the Elderly held a confer- 
ence at Liverpool on April 1 and 2, in Belmont Road Hospital. 
The meeting was opened by Sir HENRY COHEN, who paid tribute 
to the work of Dr. Lloyd Hughes, the regional medical officer 
for Liverpool, and praised the work which had been done at 
Belmont Road Hospital. 

Dr. Ltoyp Hucues described the steps which were being 
taken to meet the problems of old age in the region. He men- 
tioned the setting up of a geriatric advisory committee to start 
work on these matters and outlined the progress which had 
already been made. Dr. Lloyd Hughes stressed the importance 
of finding housing and accommodation for those elderly patients 
who could be discharged from hospital. The Nuffield Founda- 
tion were contemplating the creation of experimental “ half-way 
houses” for such cases in Liverpool. 

Lord AMULREE told the conference of the interest which the 
Ministry of Health was taking in the prevention and treatment 
of sickness in the elderly. It was important for those who were 
doing the work to make their needs and their plans for future 
development known to the hospital management committees 
and regional boards. The Ministry would lend a sympathetic 
ear to any suggestions likely to free beds badly needed for other 
patients. 

Dr. C. O. STALLYBRASS spoke on the work of the geriatric 
advisory committee. The members had made it their duty to 
look into matters personally and had tried to formulate some 
general principles. They had found that with old people social 
and psychological problems were as important as the purely 
physical ones. When all these had been investigated and 
assessed, treatment of the old person could begin. 

Dr. D. G. Henry, who had been medical officer to the 
Belmont Road Hospital for eighteen years, spoke as a general 
practitioner. More old people had to be cared for by fewer 
young ones. At the same time, the sense of responsibility 
within the family had altered. Besides the temperamental diffi- 
culties arising in the aged, current social conditions some- 
times led to malnutrition. Extended social welfare activity 
was needed. 
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Miss CaPLe, almoner to the Leeds Geriatric Unit, also empha- 
sized this aspect, while Dr. R. N. TATTERSALL gave an account 
of the medical work in this unit. He stressed the need for 
preliminary investigation and assessment of all elderly patients 
coming into hospital, mentioning the wide variety of patho- 
logical conditions encountered. 


Inactivity in Old Age 


On the second day Dr. J. W. AFFLECK, of Leeds, read a paper 
on “Personality Factors in the Senile Psychoses.”” The patient 
must be regarded as a personality and not just as a case of 
senile dementia or paranoia. The various types were inter- 
mingled in the elderly and were modified by the social sur- 
roundings of the old person. Dependence on others, loneliness, 
and physical disability complicated the picture and gave the 
patient little opportunity to regain lost self-esteem. 

Dr. MARJORY WARREN reviewed the results of inactivity in 
old age. After describing some aspects of physiological 
deterioration she mentioned the psychological apathy associ- 
ated with prolonged rest in bed. Active treatment of all 
physical disabilities which limited a patient’s mobility was 
necessary. All social and domestic agencies which could 
lighten the mental or bodily burden must be recruited, and 
team work was needed to tackle the life problem of the patient 
in a happy, congenial, and stimulating atmosphere. Whenever 
possible old folk should be kept at home and not sent to 
hospital. 

Psychological difficulties were mentioned by Dr. R. Kemp. 
Hitherto the medical profession had turned away from the care 
of old people, and this neglect had led to many false ideas about 
disease im the aged. The troubles of the elderly were often more 
mental than physical. If bedfastness and demoralization were 
prevented, active treatment would often produce a surprising 
change in the patient’s activity, health, and happiness. 

Dr. T. H. Howe urged the need for more out-patient clinics 
for elderly patients. These, especially when combined with 
domiciliary visits, diminished the numbers of patients needing 
to enter hospital. He agreed with Dr. Kemp and Dr. Warren 
on the need to keep old people active and alert in their own 
homes. 

After a discussion on chronic bronchitis by Dr. R. M. Evans, 
a paper on malnutrition in the elderly was read by Dr. H. 
FuLp. He compared his experiences at Belsen camp with some 
of the cases seen in Liverpool. Discussing the physiology of 
nutrition in old age, he criticized recent experimental work on 
diet in rats when applied to human beings. A low protein 
intake was often found in patients admitted to Belmont Road 
Hospital with tissue wastage, anaemia, and oedema. Avita- 
minoses were not uncommon, especially among the many old 
people who appeared to live on bread-and-jam and tea. 


ALCOHOLISM AS A NEUROTIC SYMPTOM 


Dr. R. D. NewTon, speaking at the annual general meeting of 
the Society for the Study of Addiction held on April 19, said 
that there was still little agreement on the causes of addiction 
and little progress had been made in prevention or treatment. 
A primary difficulty seemed to be that alcoholism was some- 
times regarded as a disease in itself, while at other times 
it was viewed as a symptom. Alcoholism or drug-taking 
might be included among other reactions in a _psycho- 
pathic personality or might be symptoms of a neurosis or 
psychosis. 

Addiction to alcohol was a behaviour disorder closely related 
to other behaviour disorders of hysterical origin. In investi- 
gating cases of addiction one would expect to find a history 
of hysterical personality. Children who were over-indulged or 
who had been starved of affection and fearful of punishment 
might have a character structure in which the sense of personal 
helplessness was so deeply embedded that it lasted throughout 
life. Their reaction to difficulties was to retreat within them- 
selves and build up a world of illusion, and alcohol helped 
them to do this, Patients who alternated between self-pity and 
an aggressive anxiety which made it difficult for them to 
establish contact with their fellows took alcohol to blunt their 
sensitivities—a significant difference in the use of alcohol. 


Dr. Newton gave some case histories showing addicts { 
alcohol as normal people in abnormal circumstances, No 
evidence was found of any constitutional or hereditary factoy, 
and all the information available suggested that these patient 
could have been successfully treated for their psychologic] 
disorders in childhood, adolescence, or early adult life. 

Mr. STANLEY LEE, F.R.C.S., secretary of the Society, jp 
presenting the annual report, said that Professor Golla of 
the Burden Neurological Institute had accepted the office of 
president for the ensuing year. Money had been made available 
for research into the causes of the craving for alcohol, Tp 
carry on the Society’s work it had been necessary to dip deeply 
into its reserves, and an appeal was made for new members and 
increased support. 


HEBERDEN SOCIETY 


The Heberden Society held a “Case Conference” on April § 
at the West London Hospital. This was an endeavour to 
approach the problem of rheumatic disease from a clinico- 
social aspect, and the technique used was that developed by 
the School of Social Medicine at Oxford. Dr. ALice Stewarr, 
from this department, took the chair at the invitation of the 
president of the Society, Dr. W. S.C. CopeMAN. Dr. Copeman, 
in opening the meeting, drew attention to the effect of the 
concentration by the teaching hospitals on the pathology of 
disease and on good teaching material to the neglect of the 
social implications of illness. 

Two cases, one of rheumatoid arthritis and one of ankylosing 
spondylitis, were presented by Dr. R. M. Mason, and the social 
case work carried out was described by Miss M. W. Epminson, 
head almoner of the Arthur Stanley Institute, Middlesex Hospi- 
tal, and Miss B. E. LEMAN, out-patient almoner of the West 
London Hospital. Dr. Alice Stewart questioned whether such 
cases would have occurred at all if social research work had 
been carried out as actively as had pathological. She thought 
that an epidemiological study of the rheumatic diseases in the 
community would be a valuable advance in the investigation of 
these conditions. She suggested that a committee of interested 
doctors and almoners should be set up to work out the main 
headings to be used in social case reports. These should include 
the family constitution, an assessment of major financial stresses, 
housing arrangements, relevant public services available, and 
follow-up arrangements. Finally, the results achieved by the 
various social services available, as distinct from the purely 
medical aspect, should be assessed at some time in each 
individual case. 


Preparations and Appliances 


SET OF NESTED RETRACTORS 


Sir HENEAGE OGILvie writes: In my Bradshaw lecture in 1947 
I described a set of nested retractors. The ones I was then 
using were a home-made set made before the war by my 
chauffeur. Since the lecture I have been working out the 
design with Dr. Greville, of the Medical Supply Association, 
and have, I think, got 
as satisfactory a pat- 
tern as is possible 
within the limits of 
compactness. I and 
my colleagues’ at 
Guy’s Hospital find 
these retractors very 
useful for all opera- 
tions at the bottom of 
a deep cavity, such as 
abdomino-perineal resection of the rectum, rephrectomy, 
vagotomy, and all operations on the oesophagus and cardiac 
end of the stomach, and operations on the thoracic and 
lumbar sympathetic systems. 

The set consists of twelve retractors of similar curve bul 
varying length, held together by a folding bolt for sterilizing 
and until they are needed. 
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Thus (quoting your with dismay and apprehension. Already by compulsion much 


yssert that it is insulting to suggest that in future Fellows of 
ihe Royal College of Physicians may hesitate to criticize the 
President lest they be passed over when distinction awards are 
made. 

Of course, such a idea is ludicrous, but it has always been 
wipposed that not Fellows but Members live in the shadow 
of dangers of such a type; and now their liberty is in even 
greater jeopardy, because, as the letter from the eight officers 
wggests, at least by implication, merit awards for physicians 
will go to Fellows. 

Is there anyone so temerarious as to suggest that all Fellows 
have attained to their glory because of greater professional 
merit than any Member? I think the answer must be No. It 
is notorious that luck (perhaps, as many supposed, biased by 
prejudice) plays an even greater part in elections to the fellow- 
ship than in the examination for the membership. In the past 
this mattered little, except to the amour-propre of senior 
Members ; but in the future it will involve financial loss. 

Is it not time that the Fellowship of the Royal College of 
Physicians of London should be awarded for professional 
eminence, and that it should not be unreasonably withheld from 
those who have attained the necessary professional position ? 
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Sik, —It is surprising to read (April 30, p. 774) that no less 
than eight officials of the Royal College of Physicians missed 
the object of your leading article (April 23, p. 717) in which 
you expressed doubts as to the wisdom of the P.R.C.P. hold- 
ing the chairmanship of the Distinction Awards Committee. 
| feel sure few would object to Lord Moran in a personal 
tapacity serving on that Committee on an equal level with his 
colleagues, and the propriety of such membership was never 
questioned in your article. The difference between chairman- 
ship and membership of that Committee seems to me to be of 
the greatest importance, because the holding of the chairman- 
ship as well as the presidency of the College would place him 
in a commanding and probably an unenviable position. It is 
not clear whether the eight officials write on behalf of other 
Fellows and Members of the College or in a personal capacity, 
but, whether or not they regard the suggestions in your article 
about favouritism and fear of criticism as a personal insult, 
itis surely of greater importance that these dangers which many 
specialists fear are clearly foreseen, and you will no doubt 
be congratulated by many specialists who are Fellows and 
Members of this ancient College for pointing them out. 

_As a Member of the College, it appears to me that the pos- 
sible dangers that might arise are twofold. First, that while 
to one, least of all the writer, wants to criticize Lord Moran’s 
sincerity and integrity, which no doubt would be shown as 
thairman of the Committee, the possibility must be foreseen 
that the distinction awards may excite criticism and, rightly 
of wrongly, perhaps a sense of grievance among distinguished 
Spirants to awards. It does not require much imagination to 
foresee a condition of affairs arising when specialists become 
divided up into cliques and undesirable rivalries. Secondly, 
our position as Fellows and Members of the College is entirely 
changed directly we become dependent on our fountain-head, 
he President, for possible financial advancement. Some may 


gobs | 


ociation, 


of our financial remuneration is subject to the officialdom of 
the Ministry of Health, and no doubt there are some Fellows 
and Members who hope that their relationship to the College 
may not develop on a similar footing.—I am, etc., 
SPECIALIST AND M.R.C.P. 


Treatment of Basal-cell Carcinoma 


Sir,—The final sentence in the article by Sir Cecil Wakeley 
and Mr. Peter Childs on basal-cell carcinoma (April 30, p. 737) 
states that “surgical excision of all rodent ulcers is recom- 
mended.” I feel bound to challenge so sweeping a statement. 

Small basal-cell carcinomata can sometimes be eradicated by 
a wide variety of therapeutic procedures, but surgical excision 
and irradiation are the most consistently effective. Patients 
have no particular bias in favour of a treatment method, and 
ask only that their tumour shall be dealt with adequately from 
the first and that they shall be left with as little scarring as 
possible. The tragedies that still occur with this disease are 
nearly always due to incomplete excision or inadequate irradia- 
tion at the time that the first treatment is given. It is more 
important that the first treatment should be efficient than that 
either method should be preferred. Both surgery and irradia- 
tion have a useful part to play, but I did not think that 
anyone who had an extensive experience of the treatment of 
basal-cell carcinomata would to-day deny that radiotherapy 
was the more suitable method of treatment for the majority 
of these patients. 

Sir Cecil Wakeley and Mr. Peter Childs give particulars of 
27 cases of basal-cell carcinoma occurring at sites other than 
the face and the scalp, selecting for special mention the uncom- 
mon sites where these tumours are more suitable for surgical 
excision. They give the result in only three of these cases 
(recurrence-free at 9 years, 4 years, and 2 years) and in none 
of the other 210 cases referred to where the tumour was 
situated on the face or scalp. If categorical statements of the 
kind contained in this article, which contradict accepted practice 
in most centres where large numbers of these cases are seen, 
are to be made, they should be backed by a clear statement 
of fact and not merely by an expression of hope that “ there 
should be no recurrence with adequate surgical excision.” 

It would require considerable space to take up each point 
quoted by them in favour of excision—in my opinion some 
of these are misleading and others are untrue. I agree that 
recurrence after failure of irradiation is an indication for sur- 
gery—unfortunately the recurrences that we see after surgery 
are not often suitable for radiotherapy. Important considera- 
tions of relative cosmetic effect and the occasional need for 
extensive plastic repair following excision are passed over 
lightly. Only one concession is made, when it is suggested that 
in some cases of multiple superficial lesions irradiation may 
have practical advantages over multiple excisions. Shortly 
afterwards the really dreadful sentence, “Only rarely need a 
patient be condemned to irradiation on account of poor 
health,” occurs. What kind of radiotherapy can they have 
seen? To take only one common example, patients with basal- 
cell carcinomata of the eyelids have generally a better chance of 
cure and less deformity with irradiation than with surgery, 
quite apart from “less time lost from work, admission to 
hospital, and mental trauma,” which, in these cases at least, 
are wrongly claimed as surgical advantages. “‘ Mental trauma” 
is surely special pleading—at least I have never had to give 
“ premedication” to my patients with rodent ulcers “to 
diminish their worry.” 
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The following table is presented to show the results obtained 
with 474 patients treated by x rays up to the end of 1944, and 
to indicate what has been done with one method of radio- 
therapy. 

The policy of ennsing the majority of these tumours by 
radiotherapy when they occur on the face, neck, or scalp, and 
of excising most of the solitary ones that occur elsewhere, as 
well as those few which fail to respond to irradiation, has 
resulted in the eradication of the disease in nearly all the 
previously untreated patients whom I have seen since 1935. I 
know of only one which persisted and contributed towards the 
patient’s death, and this, treated by both surgery and irradia- 
tion, was extensively involving bone when the patient was first 
seen. This may, of course, have also happened in some others 
which were lost sight of during the war and which we are now 


Results of Treatment by X Rays of New Cases of Basal-cell 
Carcinoma, 1935-44 


e Died of Percentage 
No. of |* Lost Recur- 
Cases | Sight Recurred | rence- 
Treated| of Disease free rence 
more 
than 
1935-37. 6s | 21 9 3 35 92 
Patients treated more 
7 years ago, 
1935-40 .. -. | 256 69 56 18 143 89 
Patients treated more 
1935-4 368 72 57 27 212 89 
more 
than ae, 
1935-44 .. 474 89 49 36 300 89 
One old lady died of intercurrent disease with some residual tumour present, 
and one died with an active gro’ hastened her death. All other patients 
whose tumours recurred were re-treated by surgery or irradiation and were disease- 


free when last seen. 


trying to trace. The table needs to be brought up to date, 
but the available facts are there to be examined and inter- 
preted ; every known recurrence, however trivial, is included, 
even if dealt with successfully by further irradiation, 

A number of other large series of patients with rodent ulcers 
treated by radiotherapy have been published in recent years. 
If surgical excision of every rodent ulcer is to be recommended, 
it is desirable that the facts on which this recommendation 
is based be presented for assessment and comparison. 

Surgical excision and irradiation are both available for 
patients with rodent ulcers ; a judicious selection of the method 
or combination of methods best suited to each individual 
patient produces not only freedom from recurrence but excel- 
lent cosmetic results as well. Surgeons and radiotherapists do 
better by working together than by claiming exclusiveness.— 
I am, etc., 

London, S.W.3. 


Resection of the Fallopian Tube 


Sir,—Lately, after salpingostomy, instead of inserting catgut 
to keep the tube open I have been using a thin strip of oxycel. 
I have only done this in a limited number of cases, and they 
are too recent to be able to forecast about pregnancy, but the 
x-ray reports have been satisfactory with regard to patency. 

I am not sure if this is an original procedure, but I have 
not seen a note of it elsewhere.—I am, etc., 


Dublin. BETHEL SOLOMONS. 


D. W. SMITHERS. 


Statistics and Health Education 


Sir,—Dr. F. Gray’s letter (April 16, p. 680) brims over with 
ideas—some very good—but he has not subcultured and 
isolated the better ones for close and critical analysis. He 
appears to chafe unduly at the prevailing practice among public- 
health workers of collecting and examining morbidity statistics 
before taking preventive action in certain fields. Inquiry, sort- 
ing, and computation are as necessary preludes to the logical 
planning of prophylactic measures as diagnosis is to treatment. 
His suggestion that “the problems of real life” would be 
solved by subsidizing selected general practitioners to under- 


take research into these problems can surely, if carried 
get us no further than to convert this créme de la créme og 
G.P.s into clinical specialists or social Statisticians—very goog 
in itself but not really what Dr. Gray and I are aiming at, 

Let each cobbler stick to his most accustomed last. Let the 
Ministry of National Insurance (and any others who can ang 
care to) collect and publish morbidity statistics ; let G.P.s (ang 
others) treat the sick and discover and make known the intimate 
social pathology influencing recognizable physical and ment 
disorders. Then Dr. Gray may leave the health educator to 
use this (and other) information and to ascertain where, among 
which sections of the community, and on what aspects of 
health and disease ignorance is most manifest. In this way 
health instruction to the laity can be most appropriately and 
effectively planned. 

Dr. Gray asserts that “attempts at preventive medicine are 
being made in a sort of vacuum—hence their ill success.” The 
disappearance from this country of leprosy, typhus, malaria, 
plague, and cholera ; the considerable diminution in smallpox, 
typhoid, scurvy, rickets, tuberculosis, and diphtheria ; together 
with the progressive decline in the mortality rates for all 
age groups, and especially among infants, are apparently among 
the forgotten achievements of applied preventive medicine, | 
suggest that any remaining “ vacuum ” can be filled by accurate 
social and medical statistics, Well-conducted sample surveys 
among most types of community will yield reliable data on 
the prevailing needs and will provide a measure of the effective- 
ness of health education measures. Health education of the 
individual is not quite the same matter as teaching health to 
community groups. They are related subjects but based on 
different criteria (statistics), and each calls for a_ separate 
technique.—I am, etc., 


London, S.W.1. W. Hartston, 


Food, Health, and Education 


Sir,—It is now known that the streams of advice and informal 
instruction upon the choice and the cooking of food to which 
since 1940 the Ministry of Food has treated the housewives ar 
to be strained into a melting-pot and left to simmer awhik. 
Some of the work will be taken over by those of the local 
education authorities who are sufficiently interested to finda 
place for it; and the Ministry of Food will apparently be 
maintaining a small central staff and a dispersed body of volun; 
tary “food leaders,” whose real activities have never b 
precisely assessed. Presumably the Ministry will also continug 
to use the Press and radio. 

So long as the conditions of supply and rationing were liabl¢ 
to abrupt changes it was natural that the task of instructing th¢ 
public should fall to the Ministry of Food, for, after all, no 
other Ministry could have handled the shifting situation. B 
it is now pertinent to ask what part the local health depart 
ments will be expected to play; and it is no less necessary to 
point out that the country is faced with some serious and inter 
related problems in the nutritional field of public health. 
the time has come to take stock of what is in the melting-po 
then we had better decide. what kind of educational brew wé 
need. 

The advice services initiated by the Ministry of Food 
plainly intended to shepherd the housewife through the co 
plexities of wartime rationing. But the quality of the proble 
has now changed; and this change in quality is best su 
marized under three propositions : (1) The published figures 
suggest that the average diet has been remarkably well balanced 
on a day-to-day basis; that is to say, while there has been 
certain element of monotony, the constituents of the diet havé 
somehow combined to sustain a reasonable level of stamif 
and a good growth record. (2) But a shift in the proportion of 
supplies (e.g., more sugar and less meat) might have the effect 
of throwing the average diet out of balance, and it is difficult t0 
see how this is to be prevented in a free community except 
through a process of education. (3) Even more important is! it 
for us to face the fact that what we believe to be our 
tional pattern of diet may have passed away for ever. The 
typical British diet of 1970 may, in brief, have to be something 
very different from the typical middle-class diet of 1930 (which 
was presumably the standard most working-class families would 
have aimed to reach if their means had permitted). 


| 

It 
to t 

that 

| the 
| sche 

Min 
clas: 
and 
diets 
capé 
| affai 
| auth 
W 
to g 
err | 
light 
sum 
the | 
the 
Sun 
and 
mati 
ove! 
proc 
peri 
| diffe 
| mail 
7 is a 
| cout 
a di 
they 
Nov 
a 
| is a 
view 
| tinu 
| chat 
| Min 
| trate 
| sche 
indi: 
sect 
| in a 
| the | 
sion 
Urge 
It 
inter 
of t 
| and 
| instr 
of t 
gene 
each 
that 
educ 
and 
this 
—Ppe 
nor 
If 
ably 
unfit 
the 
and 
: I an 
Ti 
| SI 
| remi 
mea 
bloo 
bloo 
: 


Brimisy 
ICAL JOURNAL 

carried 

la créme of 
~_ Very good 
iming at, 
ast. Let the 
vho can and 
t G.P.s (and 

the intimate 

and mental 
educator to 
here, among 

aspects of 
in this way 
riately and 


1edicine are 
cess.” The 
us, malaria, 
nN smallpox, 
a; together 
tes for all 


May 14, 1949 


CORRESPONDENCE 


867 


It is no longer a matter of persuading a people to adjust itself 
to the vagaries of wartime rationing. The concept we need is 
that of a long-term process of formal and informal education 
the components of which are integrated into a continuous 
scheme. The problem has become less administrative or purely 
educational than medical. It concerns neither the worries of a 
Minister of Food nor the natural wish of a few people to attend 
classes on cooking and food management ; it concerns the subtle 
and elusive question of the precise part played by a balanced 
dietary in maintaining and improving health and working 
capacity. For this reason it is, in some measure at least, an 
affair of the Ministry of Health and of the local health 
authorities. 
What are the elements in our present diet that have combined 
to give it balance? We can only surmise ; but if we prefer to 
err on the safe side we may mention the larger and far more 
even consumption of milk, the provision of welfare foods, the 
lightly milled flour, the higher (though still inadequate) con- 
sumption of vegetables, the higher consumption of potatoes, 
the restricted consumption of sugar, and, finally, a trend towards 
the made-up or “ mixed protein” type of dish in place of the 
Sunday roast followed by a week of scraps, cereal products, 
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and oddments. Physiologically it is the day-to-day fare that 
matters, not the total components of a dietary as estimated 
over the course of a week or month. Nutrition is a continuous 
process. And while an occasional feast day and an occasional 
period of austerity clearly make for most consumers very little 
difference, one may assume that the nutritional level is better 
maintained where the day-to-day or even the meal-to-meal diet 
is a soundly balanced one. . 

Partly by luck and partly by judgment the people of this 
country have been since 1939 manceuvred closer and closer to 
a dietary that approximates to what we should approve. Can 
they be persuaded to stay there and to make further progress ? 
Now, if the task of instructing the public on food matters is to 
be divided between the Ministries of Food and Education, there 
is a certain risk involved. The Ministry of Food may tend to 
view the task, so far as it retains its powers, as merely a con- 
tinuation of its wartime activities and not to appreciate the 
change that has come over the quality of the problem. The 
Ministry of Education, on the other hand, may tend to concen- 
trate on the provision of more or less formal classes under its 
scheme of adult education ; and it is evident that such classes, 
indispensable as they are, do not reach more than a very limited 
section of the housewives of the country. Such classes were 
in any case normally provided before the war by a number of 
the education authorities, and we should merely have an exten- 
sion of the same practice without due consideration of the 
urgent medical problems with which we are now faced. 

It is surely desirable that someone or some committee should 
intervene. What we need is a careful and objective assessment 
of the real effect of the “advice” work of the Ministry of Food 
and the outlines of a broad scheme of formal and informal 
instruction and advice that will gradually leaven the thoughts 
of the consuming public over a term of years or even of 
generations. It should be the aim of any community to make 
each generation better nourished than was its predecessor, and 
that is partly a matter of food supplies and greatly a matter of 
education. But the leaven must begin its work in the schools 
and influence every age and condition of life. A scheme of 
this nature cannot necessarily be implemented without delay 
—patently in present circumstances it could not—but that is 
no reason why it should not be foreshadowed in broad outline. 

If the intervention comes, it should be medical ; and prefer- 
ably it should be extra-ministerial. Not that the Ministries are 
unfitted to look after their own affairs, but this is a case where 
the public interest would be best served by a frank, inclusive, 
ws unhurried review of all the complex factors involved.— 

am, etc., 


Oxford. F. Le Gros CLarK. 


Treatment of Rheumatoid Arthritis by Vasodilatation 


Sir,—The results of treatment for rheumatoid arthritis have 
femained unsatisfactory. Recently a number of therapeutic 
Measures have been tried, all.attempting to produce increased 
blood supply to the diseased joints. Thus spinal pumping, 
blood and plasma infusions, and intravenous T.A.B. injections 


have been given to promote vasodilatation. It is possible that 
the remissions caused by jaundice and by infusions of blood 
from pregnant women are also caused by improved blood 
supply to the diseased joints; The ordinary physiotherapeutic 
measures, such as radiant heat, wax baths, short-wave 
diathermy, etc., as a rule only given for short periods, also 
aid in increasing the circulation of blood in the joints. The 
usually short-lived benefit is probably based on this factor. 

All these methods have only a temporary effect. We there- 
fore sought for means of applying heat to the body which 
would be well tolerated by the patient and would produce 
sustained vasodilatation. The method we adopted is the appli- 
cation of a large electric blanket to the lower half of the body. 
The patient’s feet, legs, and pelvis are well protected by sheets 
cf cotton-wool bandaged on to the limbs and body. The 
electric blanket is then wrapped round the patient and kept 
in position by bandages. The blanket is left in position for 
prolonged periods—up to four weeks in some cases—and the 
patient only taken out of it for toilet purposes. The tempera- 
ture between the cotton-wool and the blanket is between 108° 
and 110° F. (42.2° and 43.3°C.). This type of application of 
heat produces generalized vasodilatation with pronounced | 
sweating. The resulting fluid and salt loss is made good by 
additional fluid and salt intake. A fluid intake and output 
chart is kept and a check made on the chloride excretion 
in the urine. 

The patients tolerate this treatment well. We have treated 
eight patients so far, mostly cases suffering from advanced 
rheumatoid arthritis with severe joint deformities and marked 
limitation of movement. In every case the improvement was 
marked. The range of movement is increased, the’ swellings 
subside to a large extent, and the stiffness and pain also improve 
considerably. Three women, whose hands had been fixed for 
five years, after three weeks’ treatment were able to knit again. 
Since the patients so far treated have all been advanced cases, 
a complete cure could hardly be expected. Although improve- 
ment appears to have been maintained it is impossible to say at 
this stage whether further relapses may occur, and it is there- 
fore suggested that this method is tried out at a special centre 
on a number of patients who could be followed up carefully. 
We have no doubt that this treatment is more promising than 
other measures which are at present. available. An additional 
advantage is that this treatment can be given to the patient in 
his home under the supervision of his own doctor. 

We feel that the electric-blanket treatment should be given a 
wider trial and be used experimentally in conjunction with 
other methods at our disposal for increasing the blood supply 
to the diseased joints—for instance, plasma and blood trans- 
fusions, nicotinic acid infusions, the administration of tetra- 
ethylammonium bromide, sympathetic block by injecting the 
sympathetic ganglia, and gold or vaccine therapy. 

We have approached the makers of the electric blanket to 
make us special trousers, which include the fegt, out of the 
material, since such an appliance could more éasily be kept 
in position and also allow for nursing purposes. The electric- 
blanket method of producing vasodilatation may be also useful 
in other conditions in which a constant increase in the blood 
flow to certain areas is beneficial —We are, etc., 

Eric FRANKEL. 


London, E.11. D. LANG STEVENSON. 


Vaccine Treatment of Rheumatoid Arthritis 


Sir,—My old chief, Sir James Kingston Fowler, used to say 
that every new remedy of value is recognized as such by the 
profession within six months of its introduction. One has only 
to think of antidiphtheritic serum, salicylates for rheumatic 
fever, salvarsan, insulin, liver therapy, the sulphonamides, 
penicillin, radiotherapy, and E.C.T. to realize how very true 
this aphorism has proved itself to be. 

But what about treatment with vaccines? This was first 
suggested, I think by Sir Almroth Wright, about forty years 
ago. It was used for diseases of infective origin—furunculosis, 
typhoid fever, Bact. coli infections of the urinary tract, and (as 
tuberculin) for tuberculosis. In each of these success should 
have been certain, for the vaccine was specific, but it had to be 
confessed that in each case the treatment was useless, if not 
indeed harmful. 
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In rheumatoid arthritis, however, most astonishingly, vaccines 
are still employed. Here is a disease, or group of diseases per- 
haps, of unknown aetiology which, upon a hypothesis un- 
supported by evidence, is being treated with complex chemical 
bodies whose action is not known and which have never been 
proved to be of more value than boiled tap water. After years 
of consistent failure and disappointment many hours of time 
and hundreds of pounds are still being wasted every year upon 
their preparation and administration, Perhaps even more signifi- 
cant is that the ideas underlying their use obstruct the intro- 
duction of new conceptions.—I am, etc., 


Beckenham, Kent. W. MAXweELt PENNy. 


Perforation of Gastric Carcinoma 


Sir,—Mr. Louis A. Ives’s edifying communication (April 30, 
p. 758) touched on an exciting topic, but may give a rather 
pessimistic impression to young surgeons. 

On May 5, 1938, I operated on a man, aged 55, for perfora- 
tion. It came “like a bolt from the blue” when he, a publican, 
was seized with agony while serving in the bar, and called his 
doctor, who rushed him to the nursing-home. To my surprise 
a mid-lesser-curve ulcer, obviously cancerous, was found with 
a large hole in it. Partial gastrectomy was undertaken forth- 
with. Smooth healing followed. Biopsy by Dr. A. D. Fraser 
confirmed carcinoma. 

This may seem bold surgery, but the patient was seen on 
April 12, 1949, by his doctor and found perfectly well— 
11 years later. I am only sure of three other patients of mine 
with gastric cancers (non-perforated) surviving over 10 years 
after operation.—I am, etc., 

Bristol. A. WILFRID ADAMS. 


Sir,—Perforation is not a common complication of carcinoma 
of the stomach. Mr. Louis A. Ives’s case (April 30, p. 758) 
emphasizes the need to be on the look-out for the condition in 
apparently straightforward perforations. 

A similar case was recently admitted to Lymington Hospital. 
The patient, a man aged 54, was admitted on April 26, 1947, with a 
typical story of a perforated peptic ulcer of four hours’ duration. 
He gave a history of many years’ dyspepsia, for which he sometimes 
took alkaline powders, but he ate a fairly full diet. He had never 
previously been in hospital. At operation a perforation } in. (0.6 cm.) 
in diameter was found in the pyloric antrum. This was closed with 
a plug of omentum. The ulcer had a wide proliferating margin which 
could be felt through the stomach wall. It was considered to be 
malignant, but a gland removed for biopsy showed no malignant 
invasion. Convalescence was uneventful. 

In view of the operation findings, gastrectomy was performed on 
May 20, 1947, and microscopy of the ulcer confirmed the diagnosis— 
“extensive adeno-carcinoma and simplex carcinoma.” He made a 
good recovery from the operation and was discharged from the 
hospital on June 14, 1947. When seen later in the year he was free 
from symptoms and back at work as a chauffeur, and he ultimately 
left the district. However, in April, 1948, I heard from his doctor in 
Northampton that he had had a recurrence and died shortly 
afterwards. 


The interval of three weeks between the operations is con- 
venient, as the patient has time to get over the shock of his 
perforation but the growth has not long to extend ; nor is there 
time for the gastrectomy to be complicated by well-established 
adhesions.—I am, etc., 


Lymington, Hants. GeEorFrReyY St. J. HALLETT. 


The Treatment of Tetanus 


Sir,—I would like to question the remarks of Drs. M. H. 
Armstrong Davison and A. B. Ward and Professor E, A. Pask 
(April 9, p. 616) concerning the value of penicillin in tetanus. 
It would seem logical that if the toxin elaborated by Cl. tetani 
can reach the blood stream, then penicillin can diffuse to the 
responsible bacilli. If the latter were completely shut off from 
the blood stream there should be no clinical problem. It would 
be sounder to argue that it is unlikely that further toxin, formed 
after the massive intravenous injection of antiserum, would 
reach the central nervous system unneutralized._ While admit- 
ting this argument, I still believe that heavy dosage with 
penicillin is indicated as an adjunct to the other treatment in 
order to suppress ‘the responsible organisths, not merely as a 
prophylactic against respiratory infection. 


As far as treatment with curare is concerned, I too haye 
encountered the same respiratory embarrassment, and it would 
seem that “myanesin” is the present drug of choice. Inq 
case currently under treatment with curare (myanesin gt 
available) the patient was much distressed initially by saliva 
and mucus in mouth and throat—so much so, in conjunctiog 
with the respiratory difficulties, that the question of tracheg- 
tomy was seriously considered. At that time I was giving 
d-tubocurarine by intermittent injection into the tubing of an 
intravenous drip, but in view of the mucus production it was 
thought wiser to restrict fluids. I have since been injecting the 
curare intermittently through a short lumbar-puncture needle, 
with stylet, left in the vein. This does not interfere with the 
patient’s movements and requires little attention. While not an 
ideal aseptic procedure, it spares the patient from repeated 
needling and ensures the instant availability of a vein.—1 am, 
etc., 

Victoria, British Columbia.’ JAMES Fippess, 


Physiology of the Orgasm 


Sir,—I am obliged to Dr. P. D. Eeman for his letter (April 2, 
p. 593) drawing attention to my Reichian assessment of the 
physiology of the orgasm as published in my book Clinical 
Psychology, though I think it would have been more polite 
as well as more accurate to call my remarks “incomplete” 
rather than “ incorrect.” 

Dr. Eeman’s quotation is also naturally incomplete. In the 
following paragraph (p. 95) I say, “ ... It seems from this 
patient’s experience that an anxiety discharge can actually pro- 
duce relief of tension comparable to that of an orgastic dis- 
charge. Perhaps this discovery is not so strange when we 
reflect that many a woman speaks of a ‘ good cry’ as a relief 
for her pent-up emotions.” Surely this is at least indicative 
that I consider that the orgasm may be regarded as “a brief 
period of acute sympatheticotonia occurring at the end of a 
period of parasympathetic predominance,” and that my view 
is therefore not contrary to that of “Kuntz, White, and 
Smithwick.” 

Although my book is in no way devoted to the physiology 
of the orgasm | still think that it is impossible to give too 
much attention to the details of this much neglected psycho- 
physical phenomenon. The stress iaid on abreaction by every 
form of psychiatric treatment, mental and physical, should 
remind us that there is a perfectly normal form of abreaction 
provided by Nature for the maintenance of optimum intra- 
psychic tension.—I am, etc., 

London, W.1. G. CHARLES BERG. 


B.C.G. 


Sirn—Dr. W. Norman Taylor in his letter about B.C.G. 
(April 30, p. 778) is rightly anxious for facts about the effi- 
cacy of vaccination; Professor W. H. Tytler’s recent article’ 
and the “Memorandum on B.C.G.” produced by a joint 
committee of the Tuberculosis Association and the Joint 
Tuberculosis Council (1946, London) both give excellent sum- 
maries of the evidence. He is also afraid that we may “ get 
carried away in our enthusiasm for spending large sums on 
B.C.G. vaccine.” In a country that has adopted a waiting 
policy for 25 years there is little danger of this. 

But it is less clear why he thinks that we are “ playing with 
fire” until the efficacy of the vaccine has been proved, or that 
experiments to test its efficacy should be conducted “ with full 
realization of the risks involved ” ; these are questions of safety, 
not efficacy. With the global figure of vaccinated standing at 
ten million (excluding the figures from Japan),’ the safety of 
the vaccine is no longer in question .—I am, etc., 

Henley-on-Thames, Oxon. K. NEVILLE TRVINE. 
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Sir,—Dr. W. Norman Taylor (April 30, p. 778) asks what 
are the facts about B.C.G. Until we have some really con- 
vincing proofs, he says, let us remember that we are playing 
with fire. Dr. Taylor must be familiar with the investigation 
by Hyge, quoted by Wallgren,’ of an epidemic of tuberculosis 
in a girls’ school due to expeonre to an infected teacher. Of 


Ma‘ 


105 pt 
106 va 
negati' 
respec! 

He | 
Wallgi 


tructio 
no effe 
recurre 
for th 
by tim 
are the 
of pati 
no leg 
at all 
its clin 
differe: 
veins ; 
in one 
only v: 
the ot! 
part, | 
close t 
ulcers 
of thre 
nor of 
not ? 
I re 
reactio 
Foote 
while | 
venou: 
Londc 


Sir, 
Says (J 
comfo 
needle 
involv 
and hi 
the ot 
pain 
neglec 
own 


= 
18% 
fire ? 
The 
out in 
with 
nent 
mental 
adopte 
due to 
the me 
ion tl 
Jam, | 
Tavist 
% 
SiR, 
Foote 
cited a 
in trea 
betwee 
It is t 
(Mr. F 
1200 | 
founde 
notion 
ulcers 
Ap 
parisor 
accom] 
a 


ITISH 
L JOURNAL 

too have 
it would 
ce. In a 
nesin not 
by saliva 
Njunctiog 
 tracheo. 
aS giving 
ing of an 
it was 
cting the 
needle, 
with the 
le not an 
repeated 
am, 


DDESS, 


(April 2, 
t of the 
Clinical 
polite 
mplete” 


In the 
om this 
lly pro- 
dis- 
hen we 
a relief 
Jicative 
a brief 
d of a 
y view 
e, and 


siology 
ve too 
sycho- 
every 
should 


May 14, 1949 


CORRESPONDENCE 


MEDICAL JOURNAL 869 


105 pupils tuberculin-positive before exposure, two fell ill ; of 
106 vaccinated with B.C.G., two fell ill ; and of 94 tuberculin- 
negative, 41 fell ill—morbidity rates of 1.9%, 1.9%, and 43.6% 
respectively. Is this not proof ? : 
He speaks of playing with fire. Malmros’ states that, using 
Wallgren’s method of vaccination, small abscesses occur in 
1.8% of cases and large abscesses in 0.8%. Is this playing with 
? 
ithe seems no reason why tuberculosis could not be wiped 
out in civilized countries, and it is good news that experiments 
with B.C.G. are to be carried out here, though it is difficult 
io understand the necessity for these. The time for experi- 
mentation was surely 20 years ago, and the grudging attitude 
xdopted in this country towards B.C.G. can only be considered 
jue to its having been discovered elsewhere, or to inability of 
ihe medical profession in this country to appreciate a concep- 
ion that depends on prevention rather than on treatment.— 


Jam, etc., 


Tavistock, Devon. JOHN SLEIGH. 
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1 British Medical Journal, 1948, 1, 1126. 
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Treatment of Varicose Veins 


Si,—I must protest, with due respect to Mr. R. Rowden 
Foote (April 9, p. 635), that ulcer of leg cannot really be 
cited as one affliction harsh enough to warrant certain measures 
in treating varicose veins, for any relationship that may exist 
between ulcer and varicose vein has yet to be demonstrated. 
It is true the notion of varicose ulcer is of hoary antiquity 
(Mr. Foote will perhaps have looked into the temple papyrus, 
1200 B.c.); nevertheless it is but an easy-going repetition 
founded on no more than too hasty observation, and the 
notion dodges our incomplete knowledge of the aetiology of 
ulcers of the leg. 

A proper follow-up after treatment and proper control com- 
parisons of thus treated and thus untreated cases of leg ulcer 
accompanied by varicose vein, at all ages, will show that des- 
truction of the varicose vein, by whatever method, has had 
no effect on the healing or extension of the ulcer nor on its 
recurrence. Of course, waiting—over some years perhaps— 
for this evidence, rendered reliable because cross-examined 
by time, follow-up, and controls, is tedious. But after all there 
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are the immediate commonplace facts : that the great majority 
of patients with varicose veins, at all ages, have and have had 
no leg ulcers, while the great majority of patients with leg ulcer, 
at all ages, have and have had no varicose veins; that in 
its clinical features, under all conditions, there is no discernible 
difference between ulcer with, and ulcer without, varicose 
veins; that Providence affords us often enough the spectacle 
in one human of chronic recurrent ulcer in one leg, and the 
only varicose vein (long-standing and down to the malleolus) in 
the other, and otherwise healthy, leg; that the ulcer, for its 
part, has no effect on its companion varicose vein, however 
close the proximity. I note that Mr. Foote’s tale of dreadful 
ulcers in the varicose clinic could not be enlivened by a story 
of thrombophlebitis of a varicose vein set up by its septic ulcer, 
nor of a sloughing ulcer eroding into its varicose vein. Why 
not ? 

I recorded my observations on the danger of a chain- 
reaction-like necrosing, not sclerosing, thrombophlebitis. Mr. 
Foote would avoid this by diminishing his dose of sclerosant, 
while risking starting it by his proper prior scarification of the 


venous intima.—I am, etc., 
H. M. HANSCHELL. 


London, W.1. 
Pain in Childbirth 


Sir,—While fully agreeing with what Dr. Grantly Dick Read 
says (April 16, p. 651) about fear underlying most of the dis- 
comforts of childbirth, I would like to point out how much 
needless pain is caused by our neglect of the mechanical factors 
involved in the process: It seems very strange that Newton 
and his apple and his deductions therefrom are disregarded in 
the obstetric world of to-day. The chief cause of unbearable 
pain connected with a normal birth depends so much on this 
Neglect of his teaching—that bodies fall to the earth by their 


own weight. 


If Newton had laid his tree on the ground how could his 
apple fall? The child’s weight (7 Ib. odd) accomplishes the 
delivery and numbs the parts as it is born by the uniform 
pressure it exerts on the nerve endings in the stretched and 
distended perineum, but is it allowed to do so? No. The 
mother is laid upon her side and now has to supply the seven 
pounds of propelling force from her own muscles. Further- 
more, because she is laid on one side, the left, it is thus 
put out of action, is kept rigid, becomes congested, and easily 
torn. I think it will be found that nearly all tears whether of 
cervix or of perineum are on the left. 


Like using a bedpan, the act of excretion becomes difficult when 
lying down. Normal childbirth became both difficult and dangerous 
when the lying-down position became general; it is so contrary to 
Nature. During the war, in using the natural position for child- 
birth—squatting and kneeling—the members of the antenatal class 
at Paddington were offered the choice of having an anaesthetic 
or of seeing their baby born. All chose to see the baby born—and 
did not regret it. Several of the mothers, all primigravidae (one 
over 40), volunteered the statement that as the foetal head was 
passing the vulva they felt no pain down there, but only suffered pain 
from the contractions in the abdomen. 

When the child is being born with the mother kneeling or squatting 
the pelvis is delicately balanced upon the heads of the femora and 
can move backwards and forwards on the hip joints, thus keeping 
the plane through which the foetal head is passing parallel to the 
ground and ensuring equal pressure on all parts of the muscular 
opening. At the same time the sides of the pelvis lift (just as the 
ribs lift in inspiration), the pubic arch widens, and consequently the 
outlet of the pelvis broadens. Simultaneously the perineum is 
stretched transversely, and as the mother rounds her back for the 
expulsion it is relaxed antero-posteriorly as the tip of the coccyx 
comes forward. When all is thus ready, the weight of the child 
brings it through the birth canal quickly and with a minimum of 
suffering to the mother, 


A class in which birth is prepared for by exercise and is 
looked upon as a test of nerve and courage never fails to 
find recruits who ask for no anaesthetic but long to see their 
baby born.—I am, etc., 


London, N.W.11. KATHLEEN VAUGHAN. 


Curare-modified E.C.T. 


Sir,—The technique of curarization propounded by Drs. 
Peter D. W. Shepherd and David C. Watt (April 30, -p. 752) 
must in the following particulars be called into serious question. 


(1) Their recommended initial dosage of 2.5 mg. per stone (6.35 kg.) 
for females and 3 mg. per stone for males is dangerously high, 
They have never, they say, seen a case unduly sensitive to curare. If 
they had, their technique might. well have led to consequences more 
severe than the prolonged apnoea of a number of their patients, as 
a fairly recent article in the Journal (April 24, 1948, p. 784) by Gray 
and Halton portends. These authors not only counsel a maximum 
initial dose of d-tubocurarine chloride of 15 mg., but advise also 
a trial dose of not more than 5 mg. followed by a watching period 
of two minutes. They cite a fatal case of respiratory arrest after 
the administration of 15 mg. of d-tubocurarine chloride and 0.5 g. of 
thiopentone, and a case showing apnoea with diminishing doses of 
d-tubocurarine chloride—indeed, with as little as 2 mg. at the third 
induction. Yet Drs. Shepherd and Watt would submit a man of 
10 stones (63.5 kg.) to an initial curarization of 30 mg., and a 10-stone 
woman to one of 25 mg. 

At the Warneford and Park Hospitals my technique at first 
curarization is to give 5 mg. of d-tubocurarine chloride at two-minute 
intervals until a total quantity has been administered sufficient 
to prevent any movement of the upper arms and forearms 
except forearm flexion. Adequate muscular relaxation without severe 
respiratory depression results. The full dose thus calculated can be 
rapidly administered at reinductions without harm. Moreover, this 
technique has failed to demonstrate any exact correlation between the 
patient’s weight and the needed dose of curare. Thus a male patient 
weighing 94 stones (60.4 kg.) required a maximum dose of 15 mg. 
of d-tubocurarine chloride for excellent relaxation; another of 
15 stones (95.15 kg.) never needed more than 25 mg. Drs. Shepherd 
and Watt would presumably have almost doubled these doses at the 
first induction. On the other hand, a frail man weighing 74 stones 
(47.6 kg.) required 35-40 mg., and Case 43,in Drs. Shepherd and 
Watt’s series showed an even greater tolerance. 

It is therefore submitted that it is dangerous to calculate the initial 
dose of d-tubocurarine chloride by weight alone, particularly at so 
high a value as that employed by Drs. Shepherd and Watt. The 
above-described technique of small doses slowly administered obviates 
all danger of fatal drug sensitivity. 
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(2) I can see no rationale for the technique described by Drs. 
Shepherd and Watt of mixing d-tubocurarine chloride with thio- 
pentone and atropine, if I have understood them correctly. In the 
first place it alters the amount of fluid in which each drug is dissolved, 
complicating calculation. Secondly, it prevents variation of one drug 
without a proportionate variation in the others. Yet it is as important 
to reach by calculation the correct end-point with thiopentone as it 
is with curare. 

My technique with thiopentone is to give the drug at a steady rate 
of about 0.1 g. every five seconds, making the patient count rapidly, 
and to stop the injection as soon as the patient’s voice starts to tail 
off. In this simple way unconsciousness with the minimal amount of 
thiopentone is achieved. To do this effectively it is essential for the 
thiopentone to be administered separately from the curare, although 
through a single venepuncture. For in-patient therapy it has been 
found most simple to give a standard dose of atropine, 1/75 gr. 
(0.9 mg.), subcutaneously 14 hours before treatment, as is done 
pre-operatively. 

(3) Drs. Shepherd and Watt have had little use for neostigmine, 
while, it appears, tolerating apnoea in their patients of up to 45 
minutes. Patients begin to come round from the post-convulsive 
coma in 5-10 minutes. There can surely be no justification for sub- 
mitting a patient to the distress of waking up weak and apnocic, 
and one’s staff to the needless imposition of continuing artificial 
respiration for up to 45 minutes, when a routine intravenous dose of 
“ prostigmin ” (14-2 mg.), given immediately upon cessation of the 
convulsion, so rapidly and effectively abolishes the curare-effect that 
artificial respiration, in my experience, can invariably be discontinued 
directly afier the injection, and no patient wakes conscious of having 
been curarized. 


—I am, etc., 


Oxford. S. J. G. SPENCER. 


Transfusion Compatibility Tests 


Sir,—The commonly employed direct compatibility test, 
using the patient's serum and a saline suspension of donor’s 
cells, is unsatisfactory and dangerous. The transfusion reaction 
described by Drs. A. C. Buchan and John Wallace (April 16, 
p. 660) illustrates the danger attending its use, and emphasizes 
the absolute necessity of using a compatibility test that will 
detect incompatibilities due to Rh and other irregular agglu- 
tinins, both of the saline- and albumin-agglutinating types. 

The application of the indirect Coombs test would probably 
provide the greatest safety, for it is apparently the only test that 
detects the rare cryptagglutinoids, but it seems too laborious for 
routine use and too involved for many who might have to 
perform urgent cross-matching. In this laboratory saline 
suspensions are never used, all compatibility tests being per- 
formed with albumin suspensions by the open-slide method of 
Diamond and Ableson. For the past six months we have 
simplified our arrangements for this test, so that it can be 
easily performed by anyone wishing to cross-match in the 
absence of laboratory staff. Our procedure is as follows : 

Blood in the citrated pilot tubes, supplied attached to the bottle, 
is allowed to settle, and two drops of the sedimented cells are trans- 
ferred aseptically to sterile plugged tubes (2 X } in.; 5 x 0.9 cm.) 
containing two drops of 30% bovine albumin; care is taken not to 
include any supernatant fluid. These small tubes are fixed to the 
pilot tubes with adhesive tape. All blood is treated in this way before 
being made available in the “ bank.” 

Compatibility is tested for by mixing equal volumes of this albumin 
suspension and the patient’s serum or plasma on a slide and reading 
after 15 minutes in a 37° C. incubator or over a lamp—precautions 
being taken against drying. Advantages are that the suspension is 
ready for immediate use and no additional reagents are needed. 

Specific agglutinability is retained for at least 10 days; we have 
made no tests over a longer period. Owing to the optical properties 
of albumin the cells in the tubes may appear haemolysed although 
they are well preserved. 


Dangerous reactions are likely only in the presence of pre- 
formed agglutinins. The use of a satisfactory compatibility 
test is therefore a more important safeguard against dangerous 
reactions than is routine Rh testing with a limited range of sera, 
for only in this way can the reactions due to the rarer Rh anti- 
bodies and other irregular agglutinins be avoided. A test on 
the above lines can provide a considerable measure of safety : 
it remains only to convince all those prescribing blood of 
the inescapable obligation of employing a compatibility test — 
We are, etc., 


B. Gopwwn. 
A. J. McCatt. 


Pathological Department. 
North Staffs Royal Infirmary, Stoke-on-Trent. 


Routine Medical Examinations 


Sirn—A conference was recently held under the auspices of 
the British Council for Rehabilitation on “ The Problem of the 
Cardiac Patient in Industry.” One of the principal speaker 
inferred that the routine medical examination of individy 
in industry had very little value except for the supervision of 
special cases under specialist direction. He spoke, Perhaps 
unintentionally, with something of the disdain of a certain type 
of specialist for anyone not equipped with specialist training 
and a battery of scientific apparatus. The specialist has been 
described as one who knows more and more about less ang 
less, and certainly many specialists know far too little aboy 
the indivisible problem of health as opposed to the specific 
classification of disease. The specialist too often is concerned 
primarily with cure and salvage, after neatly fixing a label, 

The doctor in industry, as team-mate of the general pracj- 
tioner, is concerned with very different problems—how to help 
people to keep out of range of the specialists by promoting 
health and preventing diseasé. The value of the routine 
medical examination is not primarily to detect disease. The 
good doctor has to develop a fine clinical sense in conjunction 
with knowledge of men and a sound training in examination 
and the taking of a full history. This enables him to select 
a certain proportion of cases for reference to their G.P., anda 
smaller number of these are sent for detailed investigation by 
the specialist. Often the cases are sent to him not so much 
for his advice as for the special investigation by apparatus 
which the ordinary doctor has not at his disposal. Such cases 
would otherwise come forward at a much later stage in their 
disease. 

This is only a very small proportion of the cases seen by the 
industrial doctor. Primarily, I think, the value of routine 
examinations lies in reassurance, guidance, and general health 
education. In every consultation the doctor learns something 
of human nature, and may have an opportunity of using his 
knowledge for the aid of his patient. 

We hear much to-day of the stress diseases which cause 
such vast national loss. The industrial doctor is in the front 
line in the study and prevention of these diseases, which owe 
so much to bad mental hygiene and disharmony of inter- 
personal relations. In this capacity he is a catalyst in industrial 
affairs. Beyond this, the routine examination gives great oppor- 
tunities for the study of the natural history of disease and the 
practice of social medicine. If improvements are to be made 
much will depend upon the quality and the philosophy of 
those who guide the development of students into doctors. In 
this role, is it too much to say that the specialist has perhaps 
his greatest opportunity, for good or ill, as the teacher and 
ultimately the support of the front-line doctors ?—I am, etc., 

Farnham Royal, Bucks. M. E. M. HERForD. 


POINTS FROM LETTERS 


Diet in Disseminated Sclerosis 


Dr. C. D. Ross (Stafford) writes: The study of the geographical 
distribution of disease has brought to light many important facts in 
its aetiology. It has been pointed out by Snapper (Chinese Lessons 
to Western Medicine, 1941, New York) that arteriosclerosis occurs 
rarely in Northern China, in spite of the fact that diabetes is common, 
He suggests the fundamental differences in dietaries to be the under- 
lying cause of this phenomenon. It is known that the Chinese diet 
contains only small amounts of cholesterol but considerable quantities 
of unsaturated fatty acids, especially linoleic and linolenic acids. 
From the available literature it is found that disseminated sclerosis 
is rare or absent in China, where the staple diet is rice. It would 
appear that disseminated sclerosis, as well as arteriosclerosis, is con- 
nected in some way or other with diet and metabolism. Would il 
be wishful thinking to assume that in a case of disseminated sclerosis 
the substitution of an average Chinese diet would prevent the further 
ravages of the disease ? 


Diathermy Prong Forceps 

Mr. A. WiLrrip Apams (Bristol) writes: I am grateful to Mr. 
David Aiken (April 30, p. 780) for giving his further experiences 
with diathermy devices for haemostasis. They will help m 
emergency, but do not allow me to dispense with a pattern specially 
designed and correspondingly efficient. The prong forceps never 
fails me, and is a well-warranted adjunct which is in incessant us 
when operating. 
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G. SECCOMBE HETT, M.B., F.R.CS. 


Perhaps By, Geoffrey Seccombe Hett died suddenly in London on 


Yay 3, at the age of 70. He received his medical education 
it University College Hospital, where he qualified in 1903. 
He graduated M.B. a year later and went on to take the 
PR.CS. in 1908. Before finally settling down to consulting 
yactice as an ear, nose, and throat specialist, Hett under- 
pok postgraduate study in this specialty in several European 
entres, including Vienna and Freiburg. He was appointed 
_[issistant surgeon for diseases of the ear, nose, and throat at 
“B iniversity College Hospital in 1912 under the late Mr. Herbert 
filley. He was also at different times on the staff of the Throat 
dospital, Golden Square, the Royal London Ophthalmic 
fospital, Mount Vernon Hospital, the Cassell Hospital for 
Nervous Diseases, the Ear, Nose, and Throat Hospital at 
fastbourne, and the Cottage Hospital, Cranleigh. During the 
frst world war Hett served in the R.A.M.C. with the rank of 
najor, and was at one time officer-in-charge of the Middleton 
Park Convalescent Hospital for Head Injuries. He became 
terested in the plastic repair of facial, and especially nasal, 
ajuries, and was for some time attached to the facial injuries 
entre at Sidcup. Sir Harold Gillies, with whom he worked 
here, said that his work on nasal injuries was outstanding. 
Hett soon achieved a large consulting practice, and attended 
nembers of the Royal Family on more than one occasion. 
He was a fine operator, a stimulating teacher, and contributed 
fo the literature many valuable studies, the most outstanding 
of which were concerned with the comparative anatomy of 
ihe tonsils and with injuries and diseases of the nose and 
accessory sinuses. He had wide interests outside Medicine, 
being particularly devoted to exploration and natural history. 
He was a Fellow of the Royal Geographical Society and of 
ihe Zoological Society. He was recognized as an authority on 
bats, and had carried out an extensive investigation into the 
problem of basking sharks off the Scottish coast. Hett was also 
1 keen fisherman and a practised shot. He was a kind and 
wourteous chief, a good host, and an entertaining talker on 
ilmost any subject. All his patients had a great affection for 
tim because of his charm of manner and gentleness, and there 
ire many who have received kindnesses from him who will 
mourn his loss. He leaves a son and a daughter.—T.C. 


LUDWIG HALBERSTAEDTER, M.D. 


Dr. Ludwig Halberstaedter, one of the early pioneers in the 
feld of experimental radiology, died in New York on April 20 
a the age of 72. Halberstaedter was born in Beuthen, Silesia, 
in 1876, and he studied medicine at Breslau University, His 
search career began with an investigation of the action of 
trays on the ovary, the results of which he published in 1905. 
lergonnié and Trebondeau published their work on the effects 
of radiation on the reproductive system later in the same year. 
lh 1907 Halberstaedter went on a research expedition to 
Jatavia and with von Prowaczek published a description of the 
iclusion bodies in trachoma (Halberstaedter—Prowaczek bodies). 
On his return to Europe he specialized in dermatology, taking 
1 particular interest in radiation as a therapeutic agent. After 
he first world war he became director of the radiotherapy 
ection of the Berlin Cancer Institute, and in this capacity he 
ittended as an official delegate the First International Con- 
tess of Radiology, which was held in London in 1925. At 
his time his work was mainly concerned with the treatment 
if malignant disease by thorium (as a substitute for radium and 
don), and his work in this field was outstanding. He was 
iso interested in the treatment of carcinoma of the larynx by 
t fenestration method which attracted some attention. His 
perimental work included studies on the radiation of small 
wganisms such as algae and trypanosomes. 

As early as 1932 Halberstaedter began preliminary work on 
he biological action of million-volt x rays, and he also used 
the cathode-ray tube as a source of radiation. He left Germany 
lm 1933 and took charge of the radiotherapy department of 


the Hadassah Hospital in Jerusalem, which developed into the 
largest radiotherapy centre in that part of the world. He con- 
tinued his work at the cancer research laboratories of the 
Hebrew University and published many papers from this 
department. His interest now lay in irradiation of tissue cul- 
tures and other relatively simple biological materials, such 
as blood corpuscles. 

His department was destroyed in 1948, shortly after his 
colleague and collaborator, Doljanski, lost his life, and these 
calamities affected his general health. Just when he was about 
to retire he died suddenly while on a visit to the United States. 
Altogether he published over a hundred papers in the périod 
from 1903 to 1947. He was fond of teaching, and his students 
benefited from his wide experience. He found recreation in 
photography and music, and while he loved serious conversa- 
tion he had a great sense of fun and a gift of quick repartee 
which was the delight of his circle of close friends. He is 
survived by his wife, a daughter, and two sons, one of whom 
is at St. Mary’s Hospital, London. 


Dr. FREDERICK GORDON CAwsTON died on March 19 at 
Durban, where he had practised for many years. He was one 
of the pioneer workers in Natal on the pathology, prevention, 
and treatment of bilharzia. There was hardly a river in Natal 
which he had not patiently and laboriously investigated. Caw- 
ston was born in Kent, and was a student at Caius College, 
Cambridge, and St. Thomas’s Hospital. He graduated M.B., 
B.Ch. in 1910, proceeding M.D. in 1917. He settled in South 
Africa at the age of 26, and was a resident at Grey’s Hospital, 
Pietermaritzburg, subsequently practising in Greytown, in 
Krugersdorp, where he was medical officer of health, and in 
Durban. During the first world war he was a captain in the 
S.A.M.C. Apart from his scientific work, on which he pub- 
lished many articles, Cawston was a fine organist and piano 
player, and a very devout. Christian. For twenty years he 
assisted at the services at the Durban gaol, and he gave a great 
deal of his time to lecturing to various youth organizations and 
the Y.M.C.A. He was also a member of the Juvenile Affairs 
Board at Durban. When still a young man Cawston lost the 
sight of one eye following an accident, and he had badly 
impaired hearing, so that for the rest of his life he fought— 
and fought bravely and cheerfully—an uphill fight against these 
handicaps, which never cheeked his enthusiasm for research. 
He leaves a widow, who was founder, and is still president, of 
the Natal Bantu Blind Society. 


Dr. DuNCAN MATHESON Mackay died at Campbeltown, 
Argyllshire, on April 12 at the age of 79. He was born in 
Hull, and graduated M.B., C.M. at Edinburgh University in 
1895, proceeding M.D. in 1903. He had also studied at the 
Middlesex Hospital, and later in Vienna and Berlin. Return- 
ing to Hull, he specialized in diseases of the eye, ear, nose, and 
throat, but subsequently restricted his work to ophthalmology. 
He was on the honorary staff of Hull Royal Infirmary from 
1909 to 1929, and in the absence of one of his colleagues he 
was recalled to full and arduous duty from 1939 to.1945. With 
his customary fortitude he went on with his work in the centre 
of the city of Hull undeterred by enemy air attack, and he had 
to endure the loss of his only son in the North African campaign 
and the compiete destruction of his home, equipment, and 
personal property. Dr. Mackay went back to Scotland in 1945, 
and he continued until recently to practise ophthalmology for 
the benefit of those for whom the journey to Glasgow might be 
difficult or inconvenient. He was a devout Presbyterian, taking 
a deep and generous interest in the affairs of his church. His 
considerable influence among his colleagues in Hull derived 
from their respect for his loyalty and high principles. Dr. 
Mackay was elected chairman of the East Yorkshire Division of 
the B.M.A. in 1927-8, and was president of the East Yorkshire 
and North Lincolnshire Branch in 1931-2. Subsequently, until 
he left the district, he was elected as often as he was eligible 
to the Branch Council, where his sincerity and honesty were of 
special value in the consideration of ethical and other problems. 
Assiduous in his attendance at all medical meetings, Dr. Mackay 
took an active interest in the purchase of permanent premises 
by the Hull Medical Society to serve as a centre of medical 
life in the district and as a regular meeting-place for the discus- 
sion of professional matters. He represented the B.M.A. on 
the Council of Hull University College, and instituted the fund 
from which a B.M.A. prize is offered to medical students of 
that college. As local charities secretary of the Association 
and local secretary of other medical charities and benevolent 
associations he set a fine example. These engagements in addi- 
tion to his busy professional life left little time for his literary, 
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historical, and antiquarian interests. His work for the B.M.A. 
is permanently commemorated by the gold and enamel badge 
of the Association which he presented and which is part of the 
official insignia of the president of the East Yorkshire Branch. 
Dr. Mackay regularly attended ophthalmic meetings and con- 
gresses, particularly those of the North of England Ophthalmo- 
logical Society, of which he was president in 1933. If he had 
any ambition it was for a lifetime of service to humanity, and 
this he can truly be said to have achieved. He will be especially 
remembered for his modest demeanour, for the courtesy he 
—— to all, and for his encouragement of younger men. 


Dr. CHRISTOPHER THACKRAY Parsons, of Havant, Hants, 
died suddenly as a result of an accident at Cheltenham at 
the age of 78 on April 22. As a student he won a scholarship 
at St. Mary’s Hospital and qualified L.S.A. in 1892. After 
holding a number of resident appointments he graduated M.B. 
in 1894, with honours in physiology and materia medica, and 
proceeded M.D. in 1895. Early in 1898 Dr. Parsons served 
in Bombay on special plague duty and on his return took up 
general practice for a few months. Later in the same year, 
however, he was appointed medical superintendent of Fulham 
Infirmary, where he remained until his retirement in January, 
1934. -The infirmary had by then been taken over by the 
London County Council and renamed Fulham Hospital. 
Dr. Parsons was highly esteemed by all his staff, who came 
to regard him with real affection. During the 1914-18 war he 
served in the R.A.M.C. with the rank of lieutenant-colonel and 
was in command of the Fulham Military Hospital; later he 
commanded a field hospital in Mesopotamia and was awarded 
the O.B.E. He was honorary secretary of the Infirmary Medi- 
cal Superintendents’ Society in 1908 and 1909 and president in 
1912 and 1913. He was examiner in medicine to the General 
Nursing Council from 1934 to 1945 and the author of several 
reports on Poor Law relief and on workhouses and similar insti- 
tutions. Dr. Parsons became a freeman of the Worshipful 
Society of Apothecaries, by redemption, in 1907, and was Master 
for a year from August, 1946. He was very proud of this 
honour and took the greatest interest in the traditional 
ceremonies which take place in the historic hall of this medi- 
cal guild. Parsons was a man of small but dignified stature, 
of original thought always fearlessly expressed, kindly, and 
with an almost puckish sense of humour. He was endowed 
with a philosophical mind and unquenchable optimism. Widely 
travelled, he had a working knowledge of more than one Con- 
tinental language, was well versed in the classics, and was 
informed on archaeology and painting. In addition to these 
accomplishments he was a man of affairs and a most able 
chairman. He was perhaps at his best as an after-dinner 
speaker, when his colourful phraseology and apt quotations 
were listened to with careful attention by all who had the 
privilege to hear him. He will be missed by many, and the 
sympathy of his friends will go out to his widow. 


A memorial service for the late Dr. A. E. Barclay has been 
arranged by the British Institute of Radiology at St. Peter’s 
Church, Vere Street, London, W.1, on Friday, May 20, at 
11 a.m. Members of the institute, of other radiological bodies, 
and all who desire to do so are invited to attend. It was 
Dr. Barclay’s wish that mourning should not be worn. 


Medico- Legal. 


NEGLIGENCE BY A SURGEON 
Loss of a Little Finger 


Mr. Justice Pritchard in the King’s Bench Division on April 11 
heard a case in which a 7-year-old girl, Jennifer Leggatt, 
brought an action against Mr. Kenneth Aird Ross. 

At the age of 18 months the child sustained a burn on the 
right little finger which left a scar on the proximal phalanx 
and part of the middle phalanx. It seemed likely to produce 
a contracture, and on Dec. 17, 1946, Mr. Ross operated at the 
Hospital for Sick Children, Great Ormond Street. At some | 
time after that date the finger became gangrenous, and finally 
the distal phalanx and part of the middle phalanx had to be 
amputated on March 14, 1947. The child, through her father, 
took action to recover damages in respect of the loss of part 
of the finger. 


Judgment 

In his summing up Mr. Justice Pritchard said that negligence 
was alleged on six points : (1) that Mr. Ross failed to stop 
the bleeding before sewing up the operation wound ; (2) tha 
he sewed it up too tightly ; and (3) that he failed to arrange 
for a sling to be worn by the infant after the operation, [ngra” 
his view there was no substance in these three allegations, Ham” 
went on to consider the allegations (4) that after the operation 
Mr. Ross bandaged the finger too tightly ; (5) that on Dee, 73 
he saw the finger, which was then swollen and painful, and 
took no steps to remedy the excessive tightness of the bandage 
or of the stitches ; and (6) that on that same day he sent tha 
infant away until Dec. 31, when her condition was such that 
he should have examined her at frequent intervals during tha 
week. 

After reviewing the conflict of evidence on a number of 
points the judge found the following facts. The finger was 
bandaged too tightly ; the strapping was applied not merely tg 
keep the gauze dressing in place but tightly enough to act 
as a splint. On Dec. 23 the bandage was cut open to revea 
the site of operation, but it was not cut right up to the top 
of the finger so as to allow examination of the proxima 
phalanx. On Dec. 31 the finger showed dry gangrene. Since 
the child had pain from Dec. 17 to Dec. 23, 1946, and had 
no pain thereafter, the gangrene must have set in between the 
date of operation, Dec. 17, and Dec. 23. 

There was some dispute between Dr. Courtenay Bell and 
Mr. Ralph Marnham for the plaintiff and Mr. Denis Browne. 
Mr. Dickson Wright, and Mr. Joseph Fathi for the defendants, 
It was suggested by the defendants that the bandage could no 
have caused the dry gangrene and that it might have been du 
to an arterial spasm in one of the small arteries of the finger 
The judge preferred the evidence of Mr. Marnham and Dr. 
Courtenay Bell, and held that the gangrene was caused by af 
tight bandage. In putting that bandage on as he did, Mr. Ros 
was negligent, and on Dec. 23 his examination of the girl wasi}> 
not thorough and was a negligent examination. Mr. Justic 
Pritchard went on to say : 

““ Nobody likes saying of a surgeon that he has been negligent. 
I am quite sure‘that this case has been a matter of great sorrow and 
great anxiety to Mr. Ross. I hope that he will find at any rate somefiy 
comfort in this expression of my view, that there are very fev 
professional men—and I do not exclude lawyers when I say that 
who have not at some time or other during the course of the practice 
of their profession been negligent. It happens I am sure many, 
many times. It does not always happen that an act of negligenc@,: 
committed in the bustle of a busy day results in an unfortunat@ 
chain of circumstances such as occurred in this case. I hope tha 
Mr. Ross will go away from this Court not feeling that he is a 
isolated person because I have found that he is negligent, and imagin 
that I think he is unlike other people, because he is not. I hopa 
he will go away, on the contrary, realizing what I really do thin 
which is that his negligence on these two particular days was so 
thing which might have been done by any surgeon without t 
unfortunate results which did occur in this case, and he has bee 
unfortunate because those unfortunate results did occur.” 


He assessed the damages at £175, and gave judgment also fo 
£8 14s. 11d. for the father, whose damages were not disputed 
Mr. Felix Denny, instructed by Messrs. Milles Day and Co 
appeared on behalf of the plaintiffs. Mr. Cecil R. Havers, K.C 
and Mr. E. Garth Moore, instructed by Messrs. Hempson 
appeared for the defendants on behalf of the Medical Defenct 
Union. 


The International Hospital Federation is holding a congress ! 
Holland on May 30-June 4. The Minister of Health does not co 
sider that the expenses of members and officers of boards ang 
committees attending the congress should be met from Exchequel 
funds, but he would have no objection to appropriate officers bein 
granted special leave with pay to attend. Any regional board 0 
board of governors that wishes to join the International Hospitd 
Federation may pay the subscription from their Exchequer fund 
Any association of boards or of management committees which ma 
be formed would also be able to join the Federation, but individ 
hospital management committees should not join or subscribe fro 
Exchequer funds. Details of the activities of the Federation and 0 
the congress can be obtained from Captain J. E. Stone, honoraiy 
secretary and treasurer, King Edward’s Hospital Fund for Londo 
10, Old Jewry, London, E.C.2. 
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UNIVERSITIES AND COLLEGES 


5 May 14, 1949 
Universities and Colleges 
to P 
‘ pa that UNIVERSITY OF CAMBRIDGE 
ation 7 ank George Young, D.Sc., F.R.S., has been elected to the Sir 
tions, H Wiliam Dunn Professorship of Biochemistry in the University, from 
1. 

operation UNIVERSITY OF LONDON 
. Dec. 2 » J. W. P. Harkness, Medical Adviser to the Comptroller for 
inful, and velopment and Health in the West Indies, has been appointed 
e Clark Lecturer for 1950. 
€ sent thel—l Professor J. M. Mackintosh has been appointed representative of 
such thatiie University on the Council of Management of Slough Industrial 
uring thagpialth Service, Ltd. 

Professor S. Nevin has resigned the post of Professor of Pathology 
umber {Mental Diseases at the Institute of Psychiatry, from Sept. 30. 
. ~ The William Julius Mickle Fellowship for 1948-9 has been awarded 
Inger Wath nr, Francis Avery Jones, F.R.C.P. The Fellowship, which is 
merely tol ihe value of approximately £250, is offered annually to the man or 
zh to aciihwnan who, being resident in London and a graduate of the 
to reveallMfiversity, has in the opinion of the Senate done most to advance 
© the topiimdical art or science within the preceding five years and has 


ein shown conspicuous merit. 


UNIVERSITY OF MANCHESTER 
following candidates have satisfied the examiners at the 
rumination indicated : 


tarp M.B., Cxu.B.—Pharmacology, Pathology, and Bacteriology: B. L. 
wander, W. de C. Baker, Constance M. Bevan, J. C. Canney, Barbara M. 
‘aldwell, B. Didsbury, J. Ellis, M. Fox, P. Fulton, G. Garrett, T. V. A. Harry, 
\Higgins, T. R. Hunter, A. Hyman, W. Kerns, P. B. Lees, P. F. Lister, G. W. H. 
Dilfield, M. L. Reynolds, Carolyn C. Rigby, D. S. Rosenberg, Lorna J. Shankland, 
YM. Somerville, G. Sullivan, S. E. Sutton, Margaret R. Walley, G. R.Whittaker, 
A. Wolfenden, D. Wolman. 
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UNIVERSITY OF SHEFFIELD 
sed b Bie following candidates have been approved at the examination 
Mr icated : 


girl Finat M.B., CH.B.—Parts II and Ill: R.-G. Ball, A. A. Belton, J. D. Bird, 
Siti Wasi >. Caley, P. Cauthery, Barbara J. Green, Mary A. Le C. Hills, J. D. Howard, 
r. Justicef{fmsi M. Hutchinson, J. C. Johnson, L. C. W. Kershaw, R. G. F. Lampart, 
. P. Lee, Margaret B. Lees, S.C. L. Ramesar, K. E. Spittlehouse, Bett y M.,Wylie. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 
a meeting of the College held on May 3, with the President, Dr. 


negligent, 
andi 


rate SOM@y Ty D. Small, in the chair, the following were elected to the 
= feWilowship: G. Ormiston (Southampton), R. Y. Keers (Tor-na-Dee), 
‘ay R. Griffith (Caernarvon). 

e practice Diplomas of Membership were conferred on W. M. Harrowes 
re Po. loanhead), J. C. Hogarth (Dartford, Kent), A. R. Piracha (Lahore, 
negugeniictan), R. M. Hayes (Alberta, Canada), J. Pepys (Capetown), 
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L. De P. Carnegie (Jamaica, B.W.I.), Ethel E. Robertson (Edin- 
wh), E. G. McIntosh (Edinburgh), H. M. Brown (Edinburgh), 
. H. Murray (Liverpool), J. M. Smith (Alexandria), J. Rabkin 


. i petown), J. H. Haldane (Dumfries), F. Stern (Natal), I. R. 
do thinkgtson (Glasgow), I. Gordon (Port Elizabeth), H. T. G. Strawbridge 
do xtobello), G. H. M. Thornton (Edinburgh), D. G. Illingworth 


Elinburgh), R. D. T. Cape (West Linton), R. P. A. Cumming (Elie), 
.W. Gibb (Lockerbie), R. C. Nimmo-Smith (Edinburgh), S. Rae 
Hlinburgh), R. M. Jhala (Baroda, India), R. D. Rowe (Dunedin, 
y Zealand), W. R. St. Clair (Swansea). 

At a meeting of the Royal College of Surgeons of Edinburgh held 
t May 3, with Mr. Frank E. Jardine, President, in the chair, the 
lowing candidates, having passed the requisite examinations, were 
imitted Fellows: J. A. MacLeod, H. G. A. Almond, J. W. Boland, 
C. Clark, M. E.-A. El Kharadly, H. J. Fisher, H. H. Gilbert, 
A. Graham, H. Hazra, B. Joffe, L.‘A. Key, P. Kinnear, T. H. 
on, J. C. Miller, I. P. Munro, A. S. Oscier, E. W. Parry, R. P. 
ach, A. J. Sinclair, V. Tabone. 


WYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 

a meeting of the Royal Faculty of Physicians and Surgeons of 

Misgow held on May 2, with Dr. W. R. Snodgrass, President, in the 

air, J. F. Mair, M.B., and W. Roy, M.B., were admitted Fellows 

Faculty qua Physician. 
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The Services 


Major E. L. O. Hood, and Captain G. D. Powell, R.A.M.C., have 
mentioned in dispatches in recognition of gallant and 
ogee services in Malaya during the period July 1, 1948, to 
31, 1948. 


Medical Notes in Parliament 


NURSES BILL 


In the House of Lords on May 3 Lord SHEPHERD moved the 
second reading of the Nurses Bill. The Bill was summarized 
in our issue of April 23 (p. 723). 

Recalling the reports of committees which had considered 
the recruitment of nurses between the two world wars, Lord 
Shepherd said that the Horder Committee of the Royal Col- 
lege of Nursing had suggested that there should be a student 
nurse status and regional and local committees for carrying 
out the work of training. The Bill sought to bring into opera- 
tion regional training committees. The Whitley Councils had 
greatly increased the allowances to be paid to nurses in train- 
ing; but, despite all that had been done, the country still 
needed another 46,000 trained nurses, and of the 127,000 full- 
time nurses only 45,000 were fully trained. 

The Working ‘Party under the chairmanship of Sir Robert 
Wood had reported in 1947. Most of their proposals needed 
legislation which would ultimately come before Parliament, 
but the Government had put into operation some of their 
proposals. It was experimenting in the selection of student 
nurses and in the further training of registered nurses for higher 
positions. The Nuffield Hospital Provincial Trust was carry- 
ing on research, as recommended by the Working Party, to 
decide the kind of jobs that had to be performed in hospital 
and the staff required. Other important recommendations of 
the Working Party, however, would have to be dealt with by 
legislation. 

The first feature of the Bill was the decision to increase the 
status and strength of the General Nursing Council and to 
make it more widely representative. The Government accepted 
the view that under present arrangements the training of nurses 
tended to be subordinated to the staffing of the hospitals, and 
also accepted the conclusion that so far as practicable train- 
ing should be dealt with independently of hospital administra- 
tion. The Bill left open the question of how far a student 
nurse could be given full student status, but created the con- 
ditions in which the answer to this question could be evolved 
by trial and experiment. It provided regional committees, 
independent of the hospital authorities, whose main duties 
would be to co-ordinate training arrangements. Membership 
of these nurse-training committees would be defined by the 
Minister, and these committees would advise hospital manage- 
ment committees, boards of governors of teaching hospitals, 
and any other authorities on schemes of training. The General 
Nursing Council would control the conditions of admission to 
the register, conduct examinations, and prescribe the grounds 
for removal from the register. It would be the duty of the 
Council to lay down in rules to be approved by Parliament 
the kind of training which would operate in general, but the 
Council would have authority to sanction experimental train- 
ing schemes. Power was given to the General Nursing Council 
to register nurses from abroad who had undergone the appro- 
priate training. That part of the register which concerned 
male nurses would be closed shortly after the Bill became law, 
and male nurses would be transferred to the general register. 
The Council was to be relieved of the obligation to publish 
the register, but they would not be prevented from doing so, 
and the register would be maintained in the office of the 
Council. 

Lord LLEWELLIN welcomed the Bill. He said that previously 
the register of nurses had been published annually at a cost to 
the General Nursing Council of about £6,000 a year. He 
suggested that it should be obligatory to publish this register 
every five years, a year before the election to the Council took 
place. He inquired whether the Minister intended to appoint 
any doctors to the General Nursing Council. It was important 
that the liaison between doctors and nurses should be com- 
plete and that doctors should be able to give advice to the 
Council and have a say in training. The Working Party put 
the wastage of student nurses who did not finish the course 
at 35% in the old voluntary hospitals and 43% in the old 
municipal hospitals. They would retain more of these student 
nurses if imagination were shown in their training in hospitals 
and there was less drudgery. He was glad that mental nurses 
were to be given their own statutory committee and a place 
on the General Nursing Council. He suggested that the replace- 
ment of out-of-date mental institutions should receive a better 
place in the Government’s programme of capital expenditure. 
The Working Party estimated that, while the percentage of the 
population which was mad was now 2.1, it might well increase 
to 4.1 over the next fifty years. 
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Lord AMULREE also welcomed the Bill. He said it seemed 
that medical practitioners were not represented on the General 
Nursing Council. There was a provision that two teachers 
should be appointed by the Ministry of Health. These teachers 
might be doctors but need not be. It would greatly strengthen 
the Council if there were medical representation. There still 
was a deficit of 50,000 nurses, although there were now 51,000 
student nurses compared with 42,000 before the war. He was 
not sure whether the country could afford to take a greater 
number of well-trained and well-educated young women to 
care for the sick. The Council might given attention to the 
position of young girls who had a vocation for taking care of 
the sick but were not good at passing examinations. It was 
not necessary for all the junior nurses to know as much as the 
doctors did. It might be useful if there was a linking of 
Management committees and boards of governors on the 
question of training. 

Lord Moran said the crux of the Bill was in the clauses 
which for the first time separated funds for the training of 
nurses from the general hospital budget. The nurses were 
thereby given self-government so far as their training was con- 
cerned. In the past hospitals had too often treated the nurse 
as a pair of hands. What the nurse did was governed not by 
her training but by the need of the hospital for cheap labour. 
Every nurse and doctor thought that the Bill was a milestone 
in the history of the training of nurses. He congratulated the 
Minister of Health in doing what he himself had impatiently 
awaited for forty years. Almost equally important was the 
provision in the Bill for bringing the standard of efficiency of 
the smaller hospitals up to the level of the best. Everyone 
would welcome the bridge between the teaching hospitals and 
the smaller hospitals in the standing nurse-training committees 
which were not under the regional hospital boards. If the 
nurses were in a majority on these committees everyone would 
} agua their establishment and the financial powers given to 
them. 

When they came to the other executive function, that of 
examining, the position was different. In 1919 a central State 
examination for nurses had been established which had done 
much to raise minimum standards everywhere. Under the Bill 
there would be no national minimum standard, and he feared 
there might be a lowering of the standard by regional com- 
mittees under the pressure of local opinion. The more they 
were driven to shifts and expedients for meeting the shortage 
of nurses the more necessary it was to preserve somehow the 
standards they had known in the past. That was why he was 
concerned that the teaching hospitals were put into the regional 
machinery for the purpose of training nurses. This was the 
first departure from the principle Mr. Bevan had laid down 
in the Health Service Act that teaching hospitals should be 
kept outside the regions. The teaching hospitals in the past 
spent ten times more money in training nurses than did the 
other hospitals. In the teaching hospitals was the “ growing 
edge” of nursing, and he looked with misgiving on the pos- 
sibility that that edge would be blunted by putting these 
hospitals under the regions. 

Lord Crook feared that the experiments which the General 
Nursing Council would authorise might cause delay in making 
decisions on general principles. In the next few years the 
field of recruitment would be more restricted. The number 
of women available for all kinds of employment in this country 
would drop by 300,000 in the next four years. The House was 
bound to ask that decisions on the general staffing problems 
of the hospitals should come from the Government within 
the next twelve months. He was surprised that the Bill omitted 
any suggestion of an annual report from the General Nursing 


Council. 
Independent Financing 


Lord Wess-JoHNSON said he had long pressed for the 
independent financing of the training of nurses, and he had 
urged that the status of the nurse in training should be equal 
to that of an undergraduate in a university. He had had the 
privilege of planning a nurses college given by Colonel John 
Astor, which provided in a London hospital a college equal to 
any in the older universities. He was disappointed that the 
Minister of Health had selected the General Nursing Council 
as the body for general control of the funds for bringing about 
this improvement. He thought that something comparable to 
the oe Grants Committee would be more suitable. 
Clause 2 of the Bill made it inevitable that the nurse-training 
committees in each area would be largely under the control of 
the regional boards. He agreed with Lord Moran that if teach- 
ing hospitals were brought under the control of such a com- 
mittee and of. the regional board it would be a matter of great 
anxiety. He hoped that Clause 5 would provide for educa- 


tional grants to hospitals not vested in the Minister. He trugg 
that the Government would consider accepting on Clay 
an amendment empowering the General Nursing Coungjj 
recognize postgraduate courses and to register ems 
qualifications. 

Lord SHEPHERD said that, although publication of the nur 
register cost £6,000 a year, only 300 copies were published 
which only 140 were sold. The policy of the Governmen 
relieve nurses of all work not requiring nursing skill had be 
announced in 1945 and in notes recently issued for the guj 
ance of hospital management committees. Since June, {94 
domestic employees in hospital had increased from 117,099 
123,000. The Government intended that grants should be mag 
to the General Nursing Council and through that Coungij 
the training committees to cover the cost of training. T 
expenditure of hospital management committees in relation 
training within the hospitals would also be chargeable to ¢ 
Government. A Bill for Scotland would be introduced |atg 
In making appointments by the Minister to the General Nuri 
Council or to the standing nurses training committees the 
would be prior consultation with organizations representing t 


medical and other professions. In the past medical men hg. BY 
found their way on to these committees, and under the nage 1S_ 
dispensation there would be no change. The Minister had fq felane 
many years included both medical representatives and hospit of Ire 
administrators among his nominees to the General Nursiqe @¥ ™ 
Council. There was no reason to suppose that any change colony 
this practice was likely. It would be open to regional hospi 8 it 
boards or boards of governors of teaching hospitals to inclu BEdiCé 
medical representatives among members appointed by them singd 
to the standing nurse-training committees. constitution 
nurse-training committees would be settled by Order. On 
There was no reason to think that disclaimed hospitals fons 
be prejudiced, and Lord Moran need not fear that the standalll Yedic 
of training would be lowered by regional examinations. Inti gych < 
National Health Service Act teaching hospitals were dealt wil pendir 
separately because of their unique position in the teaching @ Mr. 
medicine. The same analogy could not be drawn with refel applic. 
ence to the training of nurses, of whom only a small proportia sty: 
were trained in teaching hospitals. The Bill did not provid had b 
that the General Nursing Council should publish a report @ interes 
the Minister, but the matter was being considered, and som@ gnless 
thing more might be said about it before the committee stag from 
The Bill was then read a second time. tion w 
legal 
Fitness of German Generals a 
The Bishop of CHICHESTER on May 5 in the House of Lordy, . 
called attention to the cases of Field-Marshal Von Rundsted «<6 } 
General Strauss, and Field-Marshal Von Manstein. He ask 
whether these men were fit to stand trial. The Lord Chancello 
Lord Jowrrt, said that since he had stated last November t 
the duty of the British Government was to put these three m@g On 
on trial reports had reached him indicating that two were n@ atrang 
fit to stand trial. Even these reports were not unanimous, am to pul 
he got the doctors concerned to see him, along with the Attorneg fields | 
General and Professor Sir Henry Cohen. Having heard seve Pun 


or eight of the doctors, they came to the conclusion that t r. 
health of Von Rundstedt and of Strauss was not such as 


justify the ordeal of a trial which would last six to eight week therap 
Everyone agreed that Von Manstein was perfectly fit to stam Yices. 

his trial. Von Manstein was accused of breaches of the usag™ doctor 

of war, with the murder of vast numbers of people. ort 

‘eatm 

MILK BILL 

On April 29 the Milk (Special Designations) Bill passed throug§_ Cole 
the Report Stage in the House of Commons after minor ame House 

ments had been moved on the motion of Dr. SUMMERSKIL® practit 
The Third Reading debate followed immediately. priate 


Dr. Summerskill said that the Bill would assure consume Mr. 


of a safe milk supply and the producer would know th@ fot on 
milk would be guarded during all stages of distribution. tered | 
Bill was a charter to safeguard young lives from the effects @ Dr. | 
bovine tuberculosis and to safeguard the community from t er 

atme 


risk of milk-borne disease. 

Captain CROOKSHANK said the real remedy was to clean Mr. 
the herds. Until that happy result could be obtained the Bi 
would certainly serve its purpose. 


Mr. SOMERVILLE HASTINGS was astounded that the countij » Mr. 
had taken so little interest in the Bill. When the Bill campiend tc 
into operation, presumably on Oct. 1, it would become illeg4 : 
for the accredited producer to mix milk from two or threg) Milk 
herds before bottling. That would be a real advance. If mill ¥ere 10 
from more than one herd was mixed the distribution of possibig from 
infection was widened and the difficulty of tracing that infectiog§ Stisfac 
was increased. The term “accredited” would go in October ve 


1954, and in one area after another, as pasteurizing plant becam™ 
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MEDICAL NOTES IN PARLIAMENT 


- He trusg 

ON Clauy Myvailable, an order would be issued that only designated milk 
: Counc] Mpight be sold. But even pasteurized milk was not safe if put 
gister eypto churns and transferred to another bottling plant. He 


reretted that for the time being this practice was permitted 
nder the terms of the Bill. If it was shown that pasteurized 
pilk could be a source of danger, the whole idea of pasteuriza- 
jon might be discredited. Dr. Summerskill had said during the 


f the nursi 
published, 


‘ill had be@gommittee Stage that she proposed to issue a regulation that 
or the guigedter 1954 all milk must be bottled on the spot immediately . 
June, j9ddter being pasteurized. Mr. Hastings regretted that this was 


jot stated in the Bill. ; 
Dr. BROUGHTON felt sure the Bill would help to eradicate 


jovine tuberculosis. Dr. HADEN Guest believed the Bill would 
ove a landmark in the health of the country and especially 


the health of the children. 
The Bill was then read a third time and passed. It had 


117,000 
uld be mad 
t Council 
ining. T 
1 relation 
cable to t 


duced latd—dready passed the House of Lords. 

eral Nursi 

uttees the Irish Qualifications 

“lane By the Ireland Bill, introduced by Mr. ATTLEE on May 3, 

ler the nad is proposed that, “ notwithstanding that the Republic of 

ster had fgg feland is not part of His Majesty’s dominions, the Republic 

ind hospi af Ireland is not a foreign country for the purposes of any 

ral Nursig @W in force in any part of the United Kingdom or in an 

y chang jg @lony, protectorate, or United Kingdom trust territory.” This 

nal hospiti 8 interpreted in Whitehall as implying that Southern Irish 

to inclu Bedical qualifications will continue to be valid in the United 

d by Kingdom. 

\stitution Alien Doctors 

der. On May 5 Mr. WILLIAM WELLS asked how many applica- 

actitioners an i 

> dealt wi pending; and when they would be decided. 

teaching ¢ Mr. BEVAN replied that in all there had been 174 medical 

with refe applications, of which 39, made at varying dates during the 


Proporta jast year, were still pending. The decision on nine of these 
lot provid had been deferred for the time being in the applicants’ own 
1 report @ interest. These applicants, being abroad, could not be registered 
and som@inless resident in the U.K. Further information was awaited 
ittee slag from 10. An early decision was expected on 3. One applica- 
tion was received a few days ago. The remaining 16 involved 
legal questions of some difficulty which the G.M.C. was 
endeavouring to resolve as speedily as possible. 
» ott Mr. WELLS asserted that one application had been delayed 
Rundsted fora year. Mr. BEvAN remarked that as he did not know this 
He aka 25° he could not say that the delay was unreasonable. 
~hancello 
~anber Homoeopathy 
three m@j» On May 5 Mr. SKINNARD. asked whether Mr. Bevan would 
) were n@ arrange that lists of homoeopathic medical practitioners, similar 
mous, alj™ to publicly exhibited lists of practitioners in other specialized 
 Attorneif fields of medical service, were provided for the information of 
sevag persons desirous of homceopathic treatment. 
n that ti Mr. Bevan refused to do this. He said it would not be in 
uch as @the public interest to seek to distinguish different forms of 
ght week therapy practised by doctors providing general medical ser- 
t to stam Yices. Various forms of treatment often differed with the 
the usagme doctors who gave them. It was undesirable to distinguish 
between one form of treatment and another. Homoeopathic 
teatment could be given by registered medical practitioners. 
There was no reason why it should be distinguished from other 
forms of treatment. 
d througg. Colonel Stopparr-Scott asked Mr. Bevan to assure the 
or amen House that he would add no names to the list except those of 
MERSKIL® practitioners who had adequate medical education and appro- 
priate medical qualifications. 
-onsume™®’ Mr, BEvAN said no one was allowed to practise who was 
now th@not on the Medical Register. It was assumed that those regis- 
ion. ttred had an adequate medical education. 
effects @ Dr. Seca said it was felt to be unethical for any doctor to 
from tl advertise himself as a practitioner in a particular form of 
treatment. 
clean Mr. SKINNARD said he did not ask that a doctor should 


advertise himself, but that information should be given to 
patients under the National Health Service. 

Mr. BEvaN said the action suggested by Mr. Skinnard would 
fend to advertise certain forms of treatment. 


Milk in Scotland —Mr. Woopsurn stated on April 26 that there 
Were 100 pasteurizing or heat-treatment plants in Scotland. The milk 
from these was tested fortnightly and the results generally were 
fatisfactory. Of the milk sold off Scottish farms, some 70% was 
from tuberculin-tested herds. Milk as soid to the public comprised 
*pproximately 10%. sold as “ T.T.,” 70% pasteurized or heat treated, 
and 20% sold as ordinary non-pasteurized milk. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended April 23. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) tland. (d) Fire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in tland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


1949 1948 (Corresponding Week) 
Disease 
(a2) @ || © 
Cerebrospinal fever 344 23}; —|— 43} 5) 17) 1 2 
Deaths 1 1 
Diphtheria 179| 13) 42) 17) 4 
Dysentery 52} 3) 26 1); 252) 29) 16 1) — 
Deaths ee —|— 
Encephalitis lethargica, 
Infective enteritis or 
diarrhoea under 2 
years os oe 46 17 
Deaths we 23} 4 4 1 33} 3} 6& 
Measles* | 13,514]1699] 265) 323) 187] 9,092)1147| 296] 117] 47 
Deathst 1 1 1 
Ophthalmia neonatorum 51 5} 16) — — 
Deaths ee 
Paratyphoid fever 7 3] — — | — 
Pneumonia, influenzal . . 759| 47) 13) 16) 11 593} 31 1 3 
Deaths (from influ- 
enza)t os 51 a3 4 4— 10 1 1 
Pneumonia, primary .. 269} 48 192} 32 
Deaths 185} 27) 7; 1 192} 32 13 7 
Polio-encephalitis, acute 1) — 
Deaths 
aths$ — — 
Puerperal fever .. 5 9 
Deaths 
Puerperal pyrexial| 94, 14 | — 131) 14 11 
Deaths os 
Scarlet fever 953| 65| 174} 95| 30} 1,535) 113) 257] 41) 35 
Deaths oe ee —|— — 
Typhoid fever .. 3} — 4 
Whooping-cough* 2,546) 157| 119) 149 3,727| 271) 55} 56 
Deaths 4 1 1 2| — 13} — | — 
Deaths (0-1 year). | 1; 44) 44 36, 42) 23) 10 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
births) ae .. | 4,718] 678] 643} 206] 134] 4,581) 725) 621] 195) 121 
Annual death rate (per 
1,000 persons living) 12-9] 12-8 12-5} 12-2) 
Live births .. | 8,671/1352)1080} 385) 361) 272 
Annual rate per 1,000 
persons living 21-7| 23-5 22:5} 22°6 
Stillbirths ‘s 242) 28) 17 219} 26) 33 
Rate per 1,000 total 
births (including 
stillborn) .. 15 29 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. é 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

|| Includes puerperal fever for England and Wales, Eire, and Northern Ireland. 
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EPIDEMIOLOGICAL NOTES 


Typhoid Fever at Crowthorne 

Cases of typhoid fever associated with the outbreak at Crow- 
thorne (May 7, p. 827) have been reported from Camberley, 
Didcot, and Ramsgate, and the total is now 38. Although the 
source and mode of infection have not yet been discovered, 
the evidence so far obtained suggests that the vehicle of infec- 
tion was distributed only in Crowthorne and over a limited 
period of time, probably about April 16. The fears at first 
entertained of there being a very large number of cases may 
therefore prove to be unwarranted. 


Smallpox 

No further cases have been reported among passengers from 
the s.s. Mooltan. On May an unvaccinated woman 
aged 20 was admitted to Liskeard Smallpox Hospital in Corn- 
wall as a suspected case of smallpox. The diagnosis has since 
been confirmed by laboratory tests. It has not been possible to 
establish the connexion between this patient, who resided in a 
small village a few miles from Liskeard, and any of the patients 
previously reported among the passengers from the Mooltan. 


Discussion of Table 

In England and Wales there were increases in the notifications 
of measles 448 and whooping-cough 279, with a decrease of 86 
in the notifications of scarlet fever. 

Decreases in the notifications of measles were recorded in 
Essex 162, Middlesex 153, and Glamorganshire 112 ; there were 
increases in Surrey 131 and Kent 117. A small increase in 
the incidence of whooping-cough was recorded in most areas— 
for example, Essex 41 and Middlesex 34; the only noteworthy 
exception to the general trend was a decrease of 37 in London. 

The notifications of scarlet fever showed very little change 
from the preceding week ; the largest changes were decreases in 
Lancashire 33 and Essex 25. There was no variation of any 
size in the local returns of diphtheria. 

No large outbreaks of dysentery were notified during the 
week. The chief centres of infection were Lancashire, Liver- 
pool C.B. 8; Yorkshire West Riding, Huddersfield C.B. 8; 
Cumberland, Penrith R.D. 5; Essex, West Ham C.B. 5; and 
Norfolk, Norwich C.B. 5. 

In Scotland infectious diseases were more prevalent during 
the week. There were increases in the notifications of acute 
primary pneumonia 67, measles 34, cerebrospinal fever 15, 
scarlet fever 12, and dysentery 10. There was a fall in the inci- 
dence of whooping-cough 31. These changes in the trends of 
infectious diseases were mainly contributed by Glasgow. The 
rises in the incidence of dysentery were in the cities of Glasgow 
6 and Stirling 5. The chief feature of the notifications of 
diphtheria was an increase of 10 in Glasgow. 

In Eire increases were recorded in the notifications of measles 
120, whooping-cough 70, diarrhoea and enteritis 24, and scarlet 
fever 22. In Dublin C.B. there were increases in the incidence 
of measles 107, whooping-cough 62, scarlet fever 18, and 
diarrhoea and enteritis 17. 

In Northern Ireland the notifications of measles rose by 15 
and the notifications of whooping-cough fell.by 23. The inci- 
dence of measles declined in Belfast C.B. 17 and County 
Armagh 17. The decrease in the incidence of whooping-cough 
was fairly general throughout the country. 


Tuberculosis, Cancer, and Maternal Mortality 
The provisional death rates per million population for England 
and Wales during: 1948 were as follows : 


Males | Females | Persons 


| 
Respiratory tuberculosis oa 555 335 440 
Other tuberculosi: 72 2 67 
Cancer .. 1,965 1,761 1,858 


~ The maternal mortality per 1,000 total live and still births in 
England and Wales in 1948 was: 


Post-abortive infection ae 0-11 
Abortien without mention of septic conditions 0-05 
Infection during childbirth and the puerperium. . 0-13 
Other maternal causes es as 0-73 

Total ta 1-02 


Excluding abortion 685 mothers died in childbirth in 1948, 
and deaths due to abortion numbered 123. 


Week Ending April 30 
The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 785, whooping-cough 
2,905, diphtheria 98, measles 11,436, acute pneumonia 453, 
cerebrospinal fever 32, dysentery 38, acute poliomyelitis 14, 
paratyphoid 1, and typhoid 6. Deaths from influenza in the 
great towns numbered 39. 


Medical News 


Research into Home Analgesia 
The Medical Research Council has set up a committee to promot 
research into analgesia suitable for use by midwives on a recommen 
dation in the Report of the Working Party on Midwives, Tp 
chairman is Sir William Gilliatt, P.R.C.O.G., and the secretary Mr 
G. S. W. Organe, anaesthetist to Westminster Hospital, who jg ale, 
secretary of the Council’s Anaesthetics Committee. The othe 
members are: Dr. Josephine Barnes, Dr. Albertine Winner, Professo} 
R. R. Macintosh, Dr. E. A. Pask, Professor A. D. Macdonald, and 
Dr. F. H. K. Green. The committee’s terms of reference will incudaMe 
the study, if thought desirable, of modified methods of administeringitg ther 
existing analgesic agents as well as the initiation of further research Mall E: 
for new agents. Inves‘igations are likely to take a considerable timegg’! invit 
Before a final decision can be reached on any new methods by whic 3 
midwives could safely administer analgesics without medical super Nedical 
vision, extensive clinical trials will probably be necessary. These may The / 
have to be conducted at home confinements in charge of midwives lfers’ 


At present the ‘Central Midwives Board—upon whom responsibilit¥ane May 
rests for approving drugs and apparatus for the administratioggauder h 
of analgesics by midwives—has approved the gas-and-air method fom the 


midwives specially trained in its use. The Board has been advised b 
the Royal College of Obstetricians and Gynaecologists, and so fa 
five different types of gas-and-air machines have been approved. 


Award of Mickle Fellowship for Dr. Avery Jones 

Dr. Francis Avery Jones has been awarded the William Julius 
Mickle Fellowship by the University of London for 1948-9. It iso 
the value of approximately £250, and is offered annually to a mano 
woman resident in London and a graduate of the University who in 
the opinion of the Senate has done most to advance medical ari 
or science within the preceding five years and has therein shown 
conspicuous merit. Dr. Avery Jones is Physician and Deputy Medica 
Director at the Central Middlesex County Hospital. He graduated 
in 1934, taking the M.R.C.P. and proceeding M.D. two years later; 
he was elected F.R.C.P. in 1946. His Goulstonian Lectures 0 
“‘“Haematemesis and Melaena” were published in this Journal on 
Sept. 20 and 27, 1947. 


American National Health Council 

At the 29th Annual Meeting of the American National Health 
Council held recently Mr. Philip R. Mather was elected president, 
Dr. Ernest L. Stebbings vice-president, Dr. Haven Emerson treasurer, 
Dr. Franklin M. Foote assistant treasurer, and Dr. James E. Perkins 
secretary. Four additional organizations were elected to member- 
ship in the Council, which consists of leading national health 
agencies, voluntary and governmental. Those elected were: 
American Medical Association and the National Infantile Paralysis 
Foundation, both elected to active membership; the America 
Physical Therapy Association and the National Multiple Sclerosi 
Society, associate members. 


Index to National Formulary 

The Northern Ireland General Health Services Board has issue¢ 
to general practitioners in the Northern Ireland Health Service a 
index to the National Formulary. The drugs are listed under suc 
headings as “‘ Formulae Containing Penicillin,’ “‘ Used in Treatmeni 
of Coughs,” and “ Analgesics, Anodynes, Hypnotics, and Sedatives.’ 


Peckham Health Centre Bulletin 

Peckham Health Centre has issued the first number of a monthly 
bulletin entitled Peckham. It is attractively produced and illustrated 
and includes short articles on the health centre’s work and history 
The subscription for twelve issues is 7s. 6d., post free. It may b¢ 
obtained from the Editor, Peckham, 8F, Hyde Park Mansion 
London, N.W.1. 


Argentine Society of Pathology 
Professor Humberto R. Rugiero has been elected President of the 
Argentine Society of Pathology. 


Diamorphine Linctuses: Correction 

The Home Office has drawn the attention of the Ministry of 
Health to an error in the information it has recently issued (Journal, 
April 23, p. 733, and April 30, p. 787) about the dispensing of linctus 
diamorphinae N.W.F. The only prescriptions for Dangerous Drugs 
which may be ordered by title are those named in the B.P., the B.P-C., 
or the Drug Tariff. All other prescriptions not written out in full Bij 
cannot be dispensed but must be returned to the doctor for amplifice 
tion. Since the N.W.F. is no longer a recognized formulary, # 
chemist would be acting illegally in dispensing linct. diamorph. BPC. 
when linct. diamorph. N.W.F., which is no longer included in the 
Drug Tariff, is prescribed. 
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MEDICAL NEWS 


AL JOURN — 


¥ ho ovak Award 

The President of the Czechoslovak Republic has conferred the 
¢coration of Chevalier of the Order of the White Lion upon Dr. 
frederick Himmelweit in recognition of services rendered during 
le war. 


COMING EVENTS 


ficentenary of the Birth of Edward Jenner 

The Royal College of Physicians of London and the Royal College 
¢ Surgeons of England are commemorating the 200th anniversary 
dthe birth of Edward Jenner on May 17. During the afternoon at 
Bie Royal College of Surgeons (Lincoln’s Inn Fields, London, W.C.), 
mS Edward Mellanby, F.R.S., will deliver a commemorative lecture 
atitled ‘‘ Jenner and his Impact on Medical Science.”’ In the even- 
ig there will be a reception at the Royal College of Physicians (Pall 
Mall East, London, S.W.). Admission to both these functions is 
ty invitation only. 


Nedical Golf 

The Annual Competition of the Manchester and District Medical 
@lfers’ Association will be held on the course at Mere, Cheshire, 
a May 25. The Challenge Cup will be competed for by medal play 
mder handicap. The Walter Gold Medal will be held for one year 
by the member returning the best gross score; the Walter Silver 
Nedal will be held for one year by the member returning the best 
goss score from among those with handicaps of ten and upwards. 
Two prizes will also be presented (1) for the best net score for holes 
19, and (2) for the best net score for holes 10-18. The annual 
subscription is 7s. 6d., and comprises the entrance fee of the Annual 
Competition. New members are required. Any medical man is 
eigible for membership provided he is a member of a recognized 
gif club within the area. Particulars may be obtained from the 
hon. secretaries, Manchester and District Medical Golfers’ 
Association, c/o British Medical Association, 33, Cross Street, 
Manchester, 2. 


Association of Surgeons of Great Britain and Ireland 

The annual meeting of the Association of Surgeons of Great 
hritain and Ireland will be held at University College (Physics 
Theatre), Earlsfort Terrace, Dublin, on May 26, 27, and 28. The 
wogramme is as follows: May 26, 9.30 a.m., business meeting ; 
 a.m., discussion on “ Surgical Ritual,” to be opened by Sir Hugh 
Cairns, Sir Reginald Watson-Jones, Mr. Julian Taylor, Mr. F. Gill, 
ad Mr. D. M. Douglas; 2.15 p.m., operating sessions or demonstra- 
fon of cases at various Dublin hospitals; 4 p.m., at Trinity College, 
keture by Professor Geoffrey Jefferson, F.R.S., “‘ Descartes and the 
localization of the Soul”; 5 p.m. to 7 p.m., reception at Trinity 
member Ollege by invitation of the Provost; 7.45 p.m., annual dinner at 
al health "sham Hotel. May 27, 9.30 a.m., discussion on “ The Use and 
vere: the Abuse of Streptomycin. (excluding Pulmonary and General Tuber- 
Paralysis ailosis),” to be opened by Sir Alexander Fleming, F.R.S., Mr. E. W. 
Americani hiches, and Mr. A. Dickson Wright; 11.45 a.m., alternative meetings 
Sclerosiqg (@) University College, discussion on “ Resection and Reconstruc- 
tion of the Trachea,” to be opened by Mr. C. G. Rob and Mr. 
RH. R. Belsey, and at (6) Royal College of Surgeons in Ireland, 
short paper by Mr. Geoffrey L. Keynes, “‘ Tumours of the Thymus 
and”; 2.15 p.m., operating sessions or demonstrations of cases at 
various Dublin hospitals; 5 p.m. to 7 p.m., reception by the Minister 
of Health. May 28, 9.30 a.m., short paper by Professor J. Adams- 
Ray (Stockholm), “ Hypertonus in Venous Capillaries,” followed by 
discussion on “‘ Treatment of Injuries to Peripheral Nerves,” to be 
opened by Professor J. Z. Young, F.R.S. (“‘ The Process of Nerve 
Repair ”), Mr. H. J. Seddon (“ Indications for Exploration, Suture, 
aid Grafting”), Sir James Learmonth Neurovascular Injuries 
Mr. R. B. Zachary (‘‘ Results of Nerve Repair”), and Miss Ruth 
bowden (“Certain Factors Influencing Recovery”). Full particulars 
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| a of the meeting may be obtained from the honorary secretary of the 
fansions SOciation (Mr. H. W. S. Wright, F.R.C.S.) at 45, Lincoln’s Inn 


Felds, London, W.C.2. 


§. Cyres Lecture 
professor K. D. Wilkinson will deliver the St. Cyres Lecture on 
Withering” at the Royal Society of Medicine (Barnes Hall), 1, 
Vimpole Street, London, W., and not at the Institute of Cardiology 
announced in the Journal of April 30, (p. 784), on Wednesday, 
Jine 15, at 5 p.m. 


mpson-Smith Memorial Lecture 
The second Alexander Simpson-Smith Memorial Lecture will be 
@livered by Mr. R. C. Brock at the Medical Society of London, 
ll, Chandos Street, W., on Wednesday, June 15, at 8.30 p.m., with 
‘ leutenant-General Neil Cantlie, Director-General, Army Medical 
trvices, in the chair. His subject is “The Surgical Treatment of 
Congenital Pulmonary Stenosis.” Admission is by ticket only. Early 
‘plication should be made to the Dean, West London Hospital 
ical. School, 1 and 3, Wolverton Gardens, Hammersmith, W.6. 


it of th 


Lectures on Pituitary Hormones 

Professor Miriam E. Simpson, of Berkeley University, California, 
will give a series of lectures at the Hépital Laénnec, Paris, on 
June 27-July 9. The lectures will be in English. The fee for the 
course is 3,000 francs. Particulars may be obtained from 
Dr. Loublie, 20, Rue Marbeau, Paris, 16. Registrations cannot 
be accepted after June 20. 


Summer School in Austria 

The British Social Hygiene Council will hold a summer school on 
“The Family and the Nation” at Pertisau, in the Austrian Tyrol, 
from Aug. 17 to Sept. 1. Subjects to be discussed include nutrition, 
human heredity, the welfare of old people, and juvenile delinquency. 
The school is intended primarily for magistrates, almoners, nurses, 
and teachers. The inclusive cost is about £34. Information may be 
obtained from the B.S.H.C., Tavistock House North, Tavistock 
Square, London, W.C.1. 


SOCIETIES AND LECTURES 


_ Monday 


BIRMINGHAM UNIversity.—At Anatomy Theatre, Medical School, 
Birmingham, May 16, 4 p.m., “ The Excretion of Water by the- 
Kidney, with Special Reference to its Soe Control,” 
William Withering Lecture by Professor E. B. Verney, F.R.S. 

EpINBURGH UNIveERSITY.—At Physiology Leciure Thea‘.e, University 
New Buildings, Teviot Place, Edinburgh, May 16, 5 p.m., “ Maya 
and Inca Medicine,” by Dr. Douglas Guthrie. 

Lonpon UNiversiry.—At King’s College, Strand, W.C., May 16, 
5.30 p.m., “ Venous Return in Health and Disease,” by Professor 
KI. Gollwitzer-Meier (Hamburg). 

Lonpon: UNIveRSiITy COoLLeGe.—At Physiology _ Theatre Gower 
Street, W.C., May 16, 4.45 p.m., “ Selective Toxicit with Special 
Reference to Chemotherapy,” by Professor Adrien Albert. 


Tuesday 

BIRMINGHAM UNIversiTy.—At Anatomy Theatre, Medical School, 
Birmingham, May 17, 4 p.m., “ The Excretion ef Water by the 
Kidney, with Special Reference to its Neurohypophysial Control,” 
William Withering Lecture by Professor E. B. Verney, F.R.S. 

EDINBURGH POSTGRADUATE BoaRD FOR MeEpicineE.—At Anatomy 
Lecture Theatre, University New Buildings, May 17, 5 p.m., 
“Viruses and Acute Pulmonary Disease in Man,” by Professor 
C. H. Stuart-Harris. 

INSTITUTE OF DeRMATOLOGY, 5, Lisle Street, Leicester Square, 
London, W.C.—May 17, 5 p.m., ‘“‘ Sex Hormones in Dermatology,” 
by Dr. D. I. Williams. 

INSTITUTE OF UroLocy.—At St. Paul’s Hospital, Endell Street, 
London, W.C., May 17, 11 a.m., “‘ Modern Interpretation of Sero- 
logical Reactions,” by Dr. R. Thomson. 

Lonpon University.—At London School of Economics and Political 
Science, Houghton Street, Aldwych, W.C., May 17, 5 p.m., “ The 
National Health Service,”’ by Sir James S. Ross. 

: University CoLitece.—At Physiology Theatre, Gower 
Street, W.C., May 17, 5.15 p.m., “ Physiological Properties of 
Ethyl Alcohol,”’ by Dr. M. Grace Eggleton. . 

RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—May 17, 4 p.m., ‘“‘ Jenner and His Impact on 
Medical Science,’”’ by Sir Edward Mellanby, F.R.S._ Lecture to 
commemorate the bicentenary of the birth of Edward Jenner. 

WRIGHT-FLEMING INSTITUTE OF MICROBIOLOGY, St. Mary’s Hospital 
Medical School, Paddington, W.—May 17, 5 p.m.,: “ Bacterial 
Antigens,”’ by Dr. W. T. J. Morgan, F.R.S. 


Wednesday 


GLasGow UNIVERSITY: DEPARTMENT OF OPHTHALMOLOGY.—May 18, 
8 p.m., “The Structure of the Vitreous Humour,’ by Dr. 
Antoinette Pirie. 

INSTITUTE OF UroLtoGy.—At St. Paul’s Hospital, Endell Street, 
London, W.C., May 18, 11 a.m., “ Cerebrospinal Fluid Tests for 
Syphilis,” by Dr. R. Thomson. ‘ 

Lonpon UNiversiry.—At King’s College, Strand, W.C., May 18, 
5.30 p.m., “ Blood-reaction and Blood-flow in Muscular Activity,” 
by Professor KI. Gollwitzer-Meier (Hamburg). 

Oxrorp University.—At Radcliffe Infirmary, Oxford, May 18, 
5 p.m., “ Neurosurgical Problems of Childhood,’”’ by Dr. Franc D. 
Ingraham (Harvard). 

Roya Society oF Arts, John Adam Street, Adelphi, London, W.C. 
—May 18, 2.30 - , “Scientific Information Services,” Aldred 
Lecture by Sir Alfred Egerton, F.R.S. 

RoyaL MicroscopicaL Socirety.—At B.M.A. House, Tavistock 
Square, London, W.C., May 18, 5.30 p.m., Discussion: ‘‘ Mechan- 
= of i Division,” to be opened by Dr. A. F. W. Hughes, 

SocieTy OF CHEMICAL INDUSTRY: Foop Group.—At London School 
of Hygiene and Tropical Medicine, Keppel Street, Gower Street, 
W.C., May 18, —— of Nutrition Panel. (1) .m., annual 
general meeting; (2) 6.15 + “* Biscuits, Cakes, and other Flour 
as Food,’ Mr. W. S. Butterworth (Introduction) ; 
Mr. C. H. F. Fuller (Cakes); Messrs. D. M, Freeland and A. 
Bradley (Biscuits); Professor J. Yudkin (Nutritive Value of Flour 
Confectionery). 
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Thursday 

BIRMINGHAM UNIvERSITY.—At Anatomy Theatre, Medical School, 
Birmingham, May 19, 4 p.m. “The Problems of Stress Incontin- 
Pea of Urine in the F emale,” Ingleby Lecture by Mr. Charles D. 

ead. 

BritisH ASSOCIATION OF PHysicaL Mepicine.—At Royal College 
of ~—s of England, Lincoln’s Inn Fields, London, W.C., 

2 Ry p.m., “ The Mechanism of Pain,’ by Dr. Graham 
el 

BriTisH INSTITUTE OF RaDIOLocy, 32, Welbeck Street, London, W.— 
May 19, 8. p.m., “ Medical yoy Retrospect and 
Prospect,” Presidential Address by Dr. Hugh Davies; followed by 
film: “‘ Cineradiography of Joints,” by Dr. A. E. Barclay and 
Mr. H. J. Seddon. 

EDINBURGH UNIversITy.—At University New Buildings, Teviot Place, 
Edinburgh, May 19, 5 p.m., “ Fat Absorption and Some of Its 
Problems,’ Sharpey "Schafer Memorial Lecture by Professor H. S. 
Raper, F.R.S. 

InsTITUTE OF Urotocy.—At St. Paul’s Hospital, Endell Street, 
London, W.C., May 19, 11 a.m., “ Treatment of Syphilis,’ by Dr. 
W. N. Mascail. 

Mippiesex County Mepicat Society.—At Chase Farm Hospital, 
The Ridgeway, Enfield, May 19, 3 p.m., meeting. 

Royat Society OF TROPICAL ares AND HYGIENE. —At 26, Port- 
land Place, London, W., May 19, 7.30 p.m., “ Tropical Diseases in 
by Professor B. Malamos (Athens) Illustrated by lantern 
sides 

Sr. Georce’s Hospirat MeEpIcAL SCHOOL, Hyde Park Corner, 
London, S.W.—May 19, 4.30 p.m., “ Neurology,’’ lecture- 
demonstration by Dr. A. Feiling. 


Friday 
FAcuLty OF RADIOLOGISTS: THERAPY SECTION.—At Royal College of 
Surgeons of England, Lincoln’s Inn Fields, London, W.C., May 20, 


2.15 p.m., “ The Value of — Examination in Bronchogenic 
Cancer,”’ Skinner Lecture by Dr. P. F. Méller (Copenhagen). 


APPOINTMENTS 


* POSTGRADUATE MEDICAL SCHOOL OF LONDON: DEPARTMENT OF ANAESTHETICS 

— Senior % H. Woodfield-Davies, L.M.S.S.A., D.A., F.F.A.,R.C. S.; 
Lecturers, A. J. W. Beard, M.D., D.A., F. G. Wood- Smith, M. B., B. Chir., D.A.; 
Assistant Lecturers, Dorothy Spence- Sales, M.B., Ch. — A., "Hilda Roberts, 
M.R.CS., L.R.C.P., D.A., J. A. Smith, M.B., B Chir., 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
Rosewarne.—On April 12, 1949, at 26, Latchett Road, Woodford, London, 
E., to Barbara, wife of Dr. D. D. Rosewarne, a daughter. 

Walkton.—On April 29, 1949, at the Queen Elizabeth ag om Birmingham, 
to Cynthia (née Moris), wife of Kenneth Walton, M.B., B.S., a daughter. 
Wand.—On “gi 2, 1949, at Wellhouse Hospital, Barnet, to Betty (née Manders), 

wife of Dr. L. G. R. Wand, a daughter—Penelope Jane. 


MARRIAGES 


Goldacre—Wight.—On March 20, 1949, at St. Lukes, West Norwood, James 
M.R.C.S., L.R.C.P., to Miss Barbara Wight, M.CS.P., 
O’Reilly—Gavin.—On Aptil 30, 1949, at St. Edmunds, Bolton, P. O. O'Reilly, 
M.B., B.Ch., deputy R.S.O., Bury Infirmary, and 42, Bolton Street, Dublin, 

= Miss Margaret Gavin, Bolton Royal Infirmary. 


DEATHS 


Craig.—On April 23, 1949, at Royal Sussex County Hospital, Barry Alexander 
Craig, L.R.C.P.&S.I. and L.M., Lieutenant-Colonel R.A.M.C., retired, of 
Beech Cottage, Burgess Hill, Sussex. 

Devas.—On April 23, 1949, Horace Charlton Devas, M.R.C.S., L.R.C.P., 
Surgeon Captain R.N., retired. 

ve 1TH April 24, 1949, at Driffield, Robert Burton Eccles, M.R.C.S., 


Gemmell.—On April 20, 1949, Leonard Woodburn Gemmell, M.B., Ch.B., 
Surgeon Commander R.N., retired. 

Hope.—On April 21, 1949, at 5, The se Knaresborough, Charles William 
Menelaus Hope, O.B.E., F. R.CS., aged 6 

Kay.—On April 24, 1949, at Leamington oe. Winifred Julia Kay, M.B., B.S. 

McEntire.—On April 25, 1949, in London, following an operation, Samuel 
Drummond Greer McEntire, L.R.C.P.&S.I. and L.M., of Great Baddow, 
Chelmsford, Essex. 

McGregor.—On April 23. 1949, at a Glasgow hospital, George Charles 

* McGregor, M.B., C.M., late of Kuala Lumpur, Ss. 

MacKellar.—On April 21, 1949, at Ash Tree — Savile Town, Dewsbury, 
"John Donald Matheson MacKeliar, M.B., Ch.B 

Nightingale.—On March 30, 1949, at Thurnby, 17, Devonshire Road, St. Annes- 
on-Sea, Wilfrid Nightingale, M.B., Ch.B. 

Parsons.—On April 22, 1949, at Cheltenham, Christopher Thackray Parsons, 
O.B.E., M.D., of South Leigh Road, Havant, 78. 

Paterson.—On April 20. 1949. at Liberton Hospital, Edinburgh, Thomas 
Clerkson Paterson, M.B., C.M., aged 89. 

Phillips.—On April 25, 1949, at The Priory, Roehampton, Charles Morley 
Phillips, M.D., formerly of Bristol, aged 80. 

Pollock.—On April 22, 1949, Edward Stoute Pollock, M.D., of Hilcot, Rydon 
Lane, Exeter. 

Power.—On April 26, 1949, at 20, Hazelwood Lane, Palmers Green, London, 
N., Maurice Aloysius Power, M.C., M.B., B.Ch. 

= April 19, 1949, at Berkhamsted, Ida B, Saxby, D.Sc., M.R.C.S., 


Bs April 17, 1949, Henry William Trewby, M.R.C.S., L.R.C.P., 
L.D.S., of Hurstbourne, Tarrant, Andover, Hants. 


Any Questions ? 


Correspondents should give their names and addresses (not jo 
publication) and include all relevant details in their question 
which should be typed. We publish here a selection of thos 
questions and answers which seem to be of general interes, 


Inoculation against Typhoid and Tetanus 

Q.—I have recently seen it advocated that children living o 

a farm should be inoculated against tetanus and typhoid. Wha 
dosage would you suggest for the following ages: 8, 6, 5, 
years, and 6 months? Is it necessary to inoculate again 
typhoid when the water is pumped up from a Specially sun 
deep well? 
.—Inoculation against typhoid for children living on farm 
would seem advisable only if it is known that this disease j 
endemic in the area and if there is reason to suspect the wate 
supply. A pumped water supply from a deep well should } 
satisfactory if precautions.have been taken to prevent the ris 
of contamination with sewage. If there is some doubt abo 
the purity of the water, arrangements should be made with th 
medical officer of health for samples to be tested bacterio 


logically. Children under 1 year need not be inoculated againg A.— 
typhoid. For all children up to 8 years one-third of the adu me 


dose should be given. 
Tetanus is a very rare infection in Britain, and the risk ti 
country children must be small. If, however, protection i 
desired, it is preferable to give the children two doses of tetanu 
toxoid at an interval of six weeks or more rather than to gi 
them a dose of tetanus antitoxin whenever they have an 
accidental wound which might be contaminated with soil co 
taining tetanus spores. A primary course of immunization 
should be reinforced by a boosting dose one year later. 
dose of tetanus toxoid for a child under 1 year should be 
quarter of the adult dose—0.25 ml.—and for older childres 
one-third to one-half of an adult dose—0.3 to 0.5 ml. 


Thoracoplasty 
Q.—Is thoracoplasty now being done in one stage and wit 
the removal of two or three ribs only? What are the indica 


tions for this one-stage operation, and are the results as goo’ A.—' 
as those of the more extensive procedure? poisonit 

A.—The general trend in the technique of thoracoplasty fom than a | 
pulmonary tuberculosis has been towards more selective operagfit acts | 
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tions. The old paravertebral thoracoplasty of Sauerbruch an 
the more extensive operation of Brauer were usually comple 
in that parts of all the ribs, with the exception of the lowes 
two or three, were removed. The aim of the modern operatio 
is to produce a selective collapse and relaxation of the affecte 
part of the lung and to make this local collapse as complete 2 
possible. For anatomical reasons truly selective collapse of thi 
sort by plastic operations on the ribs is usually possible onl 
for lesions involving the upper part of the lungs. For these 
attempt is made to adapt the size of the operation to the degi 
of collapse thought to be required to deal effectively with th 
diseased area ; the usual criterion of effectiveness is closure 0 
cavities. The effectiveness of the collapse is often increased 
suitable cases by combining the operation on the ribs will 
some form of apicolysis. Generally, however, the operatiom 
must be done in more than one stage, and it is very seldom 
that, even for high apical cavities, a procedure involving fewe 
than five ribs is satisfactory. The number of stages requifed 
will depend partly on the extent of collapse required to contro 
the disease and partly on the patient’s general condition; 
severely ill patient will tolerate less at each stage than one ! 
good condition. Since the extent of the procedure should b¢ 
modified to suit the extent of the disease, one cannot usefill) 
discuss the results of limited as opposed to extensive operations 


Blood-clot and Haemostasis 

Q.—Could you explain why clot prevents haemostasis? Why 
is it that clearing clot out of a bleeding tonsillar fossa or @ 
tooth socket will often stop the bleeding ? 
A.—To be haemostatically effective, a blood-clot must & 
firmly and completely attached, forming an impervious sé 
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hat covers a damaged area and extends down to its severed 
yessels. Clot formation of this sort cannot occur if there is 
m uninterrupted flow of blood, and normally a period of 
¢mporary vasoconstriction following injury provides time for 
fm coagulation to occur. If, for any reason, this vascular 
gsponse is incomplete—or, more rarely, if blood coagulation 
i defective—loose, inefficient clots are produced, from beneath 
which bleeding continues. Such clots should therefore be 
egarded as being usually the result rather than the cause of 
éfective haemostasis. Nevertheless, their mechanical removal 
yill often achieve haemostasis, probably by direct stimulation 
@ the cut vessels, with consequent constriction and the forma- 
jon of a new and firmly attached clot. Removal of loose clots 
do allows any dressings, styptics, or simple pressure that may 
ft applied to come into direct, and therefore effective, contact 
sith the bleeding vessels. 
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, on fa m 
disease Subarachnoid Haemorrhage 
pe Q.—Is it reasonable to expect a large quantity of blood in 
it the tis fe spinal subarachnoid space and a very small quantity in the 
ubt ie drebral subarachnoid space in a person with subarachnoid 
> with & luemorrhage who died five days after being found unconscious 
it the street ? 
ed againg A.—The question does not state the cause of death, or 
“the adulg thether the case was one of head injury or of “ spontaneous ” 
gbarachnoid haemorrhage. But it is a very common post- 
he risk tq 20rtem finding that intracranial subarachnoid haemorrhage has 
tection qecurred into or has gravitated into the large subarachnoid 
of tetanug asterns about the base of the brain. The admixture of cerebro- 
in to givag Pinal fluid retards clotting. As the individual survived for 
have anm ive days after being found unconscious, and as there is no 
soil con #formation about his posture or condition during that time, 
unizatioms he blood may well have drained from the intracranial sub- 
ter. Tha zachnoid cisterns, by means of the very adequate communica- 
uld be a tons which exist, into the spinal subarachnoid space. 
 childrer 
Absorption of Mercury 
Q.—It has recently been reported that the use of teething 
powders containing mercury may be the cause of pink disease. 
and wits there any likelihood of absorption of mercury by a woman 
1e indicag wing a contraceptive containing it? 
as A.—The evidence that pink disease is due to mercury 
poisoning is very incomplete, and amounts to little more 
slasty fo than a suggestion that this may be so. If mercury is a cause, 
ve operagit acts in this way only in those children who have an idio- 
ruch an@yncrasy to it. The possibility that mercury is absorbed from 
completa mercury-containing contraceptive is another matter about 


1¢ lowesfvhich there is no certainty. Some consider that there is no 


yperatiom@gdanger of mercury absorption; others, that there is a real 
 affecte@idinger. It is certainly true that the body has a remarkable 
nplete afapacity for absorbing mercury in circumstances in which such 
se of thifabsorption would seem unlikely. The risk of absorption would 
ible onlgfte increased in cases in which the remains of the contraceptive 
= am not removed by douching. 

je 


with th North American Blastomycosis 
an Q.—I have a patient in whom, after any superficial injury, 
bs wit @ ulcer with much scabbing has always formed in the scar. 


last December she underwent herniotomy and the scar had 
dmost healed, when a similar reaction took place ; the presence 
¢ Blastomyces dermatitidis was demonstrated microscopically 
it the scab. I would welcome any information about treat- 
Ment, particularly with regard to the newer antimycotics. 


A.—Potassium iodide is the sheet-anchor in the therapy of 
Yorth American blastomycosis. It is administered in gradu- 
ted dosage, increasing almost to the limit of tolerance and 
tntinued beyond the period of apparent clinical recovery. One 
tethod is to start with 15 minims (0.9 ml.) daily of a saturated 
Qucous solution of potassium iodide divided into three 5- 
finim (0.3-ml.) doses well diluted with water, and increasing 
ly 1 minim (0.06 ml.) daily (not 1 minim per dose daily) until 
fe dosage of 60 minims (3.6 ml.) daily is reached. At this 
pint, or earlier if symptoms of iodism appear, the dosage 
Rverts to the original 15 minims daily and the series is repeated. 
Treatment should be continued for several weeks or months, as 
termined by its effects. Sodium iodide intravenously and 
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ethyl iodide by inhalation may be given alternatively or in 
conjunction with the orally administered potassium iodide. 
Patients with blastomycosis frequently show a high degree of 
allergic sensitivity to the causative fungus, and in such cases 
the administration of iodide may cause a severe and, even 
dangerous reaction. It is advisable, therefore, to apply the 
blastomycin test of dermal sensitivity before instituting treat- 
ment and, if necessary, to desensitize the patient by graduated 
doses of Blastomyces dermatitidis vaccine. Iodide treatment 
should be combined with, or in fact preceded by, specific 
vaccine therapy, supplemented by surgical and radiotherapeutic 
measures when indicated, and by general supporting treatment 
with appropriate diet, vitamins, and rest. The systemic form 
of the disease requires hospital treatment. The questioner 
should consult Clinical Mycology, by Conant and others 
(Saunders, 1945), for a detailed account of the treatment. 

Blastomycosis (Gilchrist’s disease) is indigenous to North 
America, and reports of the infection from other parts of the 
world have usually been based on wrong diagnoses. The litera- 
ture contains only two well-authenticated records of the infec- 
tion having been contracted in the Old World—one in London 
in 1925 and the other in France in 1947; both the patients had 
been engaged in handling materials imported from the United 
States. Therefore, unless the microscopical diagnosis in the 
present case has been made by a competent mycologist, it 
should be confirmed by isolation of Blastomyces dermatitidis 
from the lesions or by serological tests. 


Grading of Catheters 


Q.—How do the various catheter scales compare, and are 
they all related to any basic measurement? Would it not be 
possible to standardize and unify these systems? 


A.—The majority of urologists use French catheters. The 
Charriére scale expresses its measurement in multiples of one- 
third of a millimetre ; thus No. 5 indicates a diameter of 1¢ mm. 
It is true that some of the French catheter-makers have recently 
adopted the Beniqué scale, in which a No. 10 represents No. 5 
Charriére, but the majority of French catheters in this country 
are marked in the Charriétre scale. The English scale is 
approximately one-half of the French, a No. 10 French being 
represented by a No. 5 English. It would, of course, be of 
advantage if English and American manufacturers would adopt 
the Charriére scale. The American scale is rarely used even 
by American instrument-makers. Its numbers correspond to 
two-thirds of the French numbers—that is to say, No. 20 
American represents No. 30 French. 


Angina of Effort 


Q.—A retired doctor aged 74 has the classical symptoms of 
effort angina, for which the usual remedies, such as nitroglycerin 
and potassium iodide, have been tried. Any further advice on 
treatment and climate would be welcomed. 


A.—On the whole, patients with angina pectoris are better 
in warm climates than in cold, but far less so than those with 
intermittent claudication; in fact, Lewis denied that cold 
weather had any demonstrable effect on angina, but this, how- 
ever, is contrary to clinical experience. When conservative 
measures fail to the extent that the patient is incapacitated by 
angina, more drastic treatment is indicated. At the present 
time there are two methods that are perhaps most favoured: 
(1) administration of thiouracil, and (2) bilateral stellate and 
upper dorsal sympathectomy. It is doubtful, however, whether 
either method of treatment should be recommended without 
the advice of a specialist in cardiology. 

(1) Methyl or propyl thiouracil may be given in doses of 
0.2 g. thrice daily until improvement is noted, when the dose 
may be gradually reduced to the minimum that is effective 
(0.05 to 0.2 g. daily). If there is no improvement within six 
weeks treatment should be abandoned. Toxic reactions, 
particularly fever and rash, are rare with propyl thiouracil, 
but less so with methyl thiouracil, and may not be well toler- 
ated by those subject to angina. Agranulocytosis is very un- 
common and there is no need for weekly white-cell counts ; but 
the patient should be instructed to report at once in the event 
of a sore throat, when penicillin should be given immediately, 
and a white-cell count taken while the drug is temporarily 
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withheld. The object of thiouracil treatment is not only to 
reduce the oxygen requirement and hence the work of the 
heart, but also to minimize the physiological response to 
adrenergic substances. 

(2) If thiouracil fails, the pain pathways from the heart may 
be excised. The type of sympathectomy named above appears 
to reduce the risk of ventricular fibrillation and may improve 
the efficiency of the collateral coronary circulation as well as 
relieve pain; moreover, patients are not deprived of a warn- 
ing signal when the coronary circulation is overtaxed, although 
the sensation experienced is rarely described as pain. 


Inheritance of Werdnig-Hoffmann Paralysis 


Q.—A couple whose first two children died in the first year 
of life as a result of progressive spinal muscular atrophy 
(Werdnig-Hoffmann paralysis) are naturally apprehensive about 
having another child. What advice should be given? Having 
regard to normal marital relations, is sterilization of the wife 
indicated ? 


A.—Inheritance of this disease is recessive, and the chance 
that any subsequent child will be affected is one in four. If 
the parents should feel—as they well may—that this is a risk 
that they dare not face, there is undoubtedly a case for steriliza- 
tion. The writer believes that in Denmark, where enlightened 
eugenic laws have been in operation for some years, steriliza- 
tion would be granted in this instance if the parents requested 
it. There is, however, no more reason for sterilizing the wife 
than the husband, for both are transmitting the gene. One 
point should be remembered, perhaps: should the sterilized 
partner chance to remarry, and hence the risk of the defect’s 
appearing be reduced to negligible proportions, he or she might 
regret having taken such a step. It should also be understood 
that this is the medical answer to a medical question and does 
not pretend to deal with the legal and ethical considerations 
which obviously arise. 


Testosterone in Gynaecomastia 


Q.—Arising out of the question about adolescent gynaeco- 
mastia (Nov. 27, 1948, p. 968), what dosage of methyl testo- 
sterone, and what method of administration, would you 
recommend for a boy of 15 who is considerably embarrassed 
by enlargement of the breasts. He is already 6 ft. 14 in. (1.84 
metres) tall, and one hesitates to use a preparation which may 
stimulate growth still further. He is also well developed 
sexually, and one wishes to avoid excessive stimulation of the 
sex organs. 


A.—tThe usual dosage of methyl testosterone is 5 mg. three 
times a day. This may result in some increase in size of the 
penis and some erections, but these effects are more likely 
to occur in hypogonadism than when sexual development is 
normal. The same is true of the accelerating effect of methyl 
testosterone on growth. If testosterone proprionate is given 
in very large doses, however—for example, 50 mg. injected 
daily—it has a tendency to accelerate union of the epiphyses. 
In the particular case in question, local inunction of testo- 
sterone ointment, 25 mg. per gramme, should be a safe pro- 
cedure, limiting the total dosage to 100 mg. weekly. Testosterone 
therapy is based on the theory that the gynaecomastia is due 
to an actual or relative excess of oestrogens, the source of 
which may be the adrenal cortex. There is experimental evi- 
dence that, in some species at least, the breast is also stimu- 
lated by androgens, and by the anterior pituitary gland itself 
in the absence of the gonads, so that the problem is a compli- 
cated one. 

Respiration in the Newborn 


Q.—Could you explain exactly how the work of Sir Joseph 
Barcroft proved the value of convulsant drugs in asphyxia 
neonatorum ? 


A.—Sir Joseph Barcroft’s book Researches on Pre-natal Life 
discusses in the last chapter the onset of respiratory movement 
in the newborn. There is no reference to the use of convulsant 
drugs, and the answer to the question therefore appears to be 
that Barcroft’s work did not prove the value of such drugs in 
asphyxia neonatorum. The chapter describes the development 
of respiratory movements in the foetal sheep. By the 38th day 
the movements evoked by a tap on the face, between the eye 


and the mouth, extend to the diaphragm. but only as an item 
in a generalized movement. After the 40th day the response of 
the foetus to a tap is not merely a spasm but a rhythm of 
successive spasms, increasing in number and rate as days a 
by ; the intercostals then begin to contract. In the next stage 
after the 45th day, the response to stimulation is an initig 
movement of the body followed by an after-discharge whic 
resembles a respiratory rhythm. Thus the respiratory moye 
ments are separated in time from the body movements, but arg 
still part of a response to a stimulus. Between the 50th and 
60th days there is a change from a condition in which rhythmid 
movements of the chest come and go with little obvious caysd- 
to one in which the foetus has become inert. It can, however 
be thrown into activity by occlusion of the umbilical cord. Ng 
further change takes place till birth. Only when this state 9 
inhibition, which persists for the second half of gestation, ha 
been reached does occlusion of the cord start respiratory move 
ments. The inhibition is exerted from a level at least as hig 
as the posterior corpora quadrigemina. From the time of ons 
of inhibition, Barcroft says that the issue “ whether the foetu 
did or did not exhibit respiratory movements depended omf op ” 
whether stimulation or inhibition had the upper hand.” Wher 


the foetus is delivered, a flow of sensory impulses beats upor ie 
the brain and must exert a profound effect in raising the general wid 
sensitivity of the central nervous system. 

From the foregoing it could be argued that if the stimulatio ~ 


of birth is not enough to overcome the inhibitory impul 
acting on respiration, then the injection of a convulsant drugy for 
might serve to tip the balance and start respiration. 


NOTES AND COMMENTS 
rect 
Water-pitressin Test in Epilepsy.—Lieutenant-Colonel M. Cuan Glo 
(Jullundur City, India) writes: With reference to the question and at f 
answer regarding the water-pitressin test in epilepsy (“An 
Questions ? ” Feb. 12, p. 291), I have notes on 24 cases on who ther 
this test was carried out in the M.E.F. in 1945-6. Eighteen had™ cest 
epileptic fits during the test. In most the fits came on during th Jook 
course of the first three or four injections of pitressin, provided Ord 
positive water balance had been established first, before injections s 
were started. I found that if cases tested were close together in ag Me 
group the hysterics—seeing the cpileptics and determined not to be Dan 
outdone—had sorts of fits as well. This vitiated the value of the test§ 177( 
especially if the description of the fits given by the nursing staf Lon 
was vague. So the value of the test is enhanced if the suspects ard H 
tested singly and if they do not know what is coming to them. Som@ #*45 
epileptics, after having a fit during the test, carried on afterward betv 
having frequent fits. These were controlled by dehydration an@ he ¢ 
sedatives. Hur 
Horse-riding for the Infirm.—Dr. W. J. Hastincs Sayers (Edin all t 
burgh) writes: I have become interested in the possibility of horse Hun 
riding for the infirm. I have noticed of late in various journals adver oF ¢ 
tisements, both “ For Sale ” and Wanted,” of mounts suitable fof 
the infirm rider. Whilst on war service I remember seeing an elderly 7°! 
gentleman, who was recovering from a heart attack, riding in thq that 


manége. The appearance of ease on the part of the rider whil: 
cantering has caused me to wonder if carefully regulated riding mi 
not be made use of early in the convalescence of certain .types 
patients. I would like to see the cob becoming as indispensable to 
lame as the dog has become to the blind—both can become mo 
independent of their fortunate neighbours. Possibly if the infin 
horsemen were less individualistic it would not be necessary to wrt 
this letter, I wonder if any of your contributors could help 

either from personal experience or observation. I am particular} 
interested in the possibility of riding for a patient with paraly 
due to disseminated sclerosis, who wishes to visit in the country 
places where no invalid carriage or car will go. 
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